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A Systematic Review of the Evidence Base for Schema 
Therapy 
Written for the journal of Cognitive Behaviour Therapy (see appendix K for author guidelines)
1.
Abstract
Aim: Schema therapy is becoming an increasingly popular psychological model for working 
with individuals who have a variety of mental health and personality difficulties. The aim of this 
review is  to look at the current evidence base for schema therapy and highlight directions for 
further research.
Method: A systematic search of the literature was conducted up until January 2011. All studies 
that had clinically tested the efficacy of schema therapy as described by Jeffrey Young (Young, 
1994; Young et al., 2003) were considered. These studies underwent detailed quality 
assessments  based on Scottish Intercollegiate Guidelines Network (SIGN-50) culminating in 
twelve studies being included in the review.
Results: The culminative message (both from the popularity of this model and the medium to 
large effect sizes) is  of a theory which has already demonstrated clinically effective 
outcomes in a small number of studies and which would benefit from ongoing research 
and development with complex client groups.
Recommendations: It is imperative that psychological practice be guided by high quality 
research that demonstrates efficacious, evidence based interventions. It is therefore 
recommended that researchers  and clinicians working with schema therapy seek to build on 




Within public healthcare organisations, mental health professionals are continually striving 
to provide the best interventions and treatments available. Until recently there was a 
dearth of research which supported the effectiveness of psychological therapies for 
personality disorders (Fonagy & Bateman, 2006).  These client groups were considered 
‘untreatable’ by many due to the lack of treatment models available with adequate 
sophistication and depth to address the needs of these more complex client groups 
(Young, Klosko & Weishaar, 2003). With new psychological theories constantly evolving it 
is  essential to ensure that clinical practice keeps pace with research evidence. In such 
dynamic environments, systematic reviews are starting to play an increasingly important 
role in assessing the existing evidence for psychological interventions (SIGN, 2008). 
The aim of this review is to collate the current evidence base for one of the more recent 
psychological interventions; schema therapy (Young, 1994, Young et al., 2003). Schema 
therapy (ST) was  developed by Jeffery Young in the 1980’s with the goal of improving 
interventions for individuals who had personality disorders  and more complex, chronic, and 
characterological difficulties. Such individuals are often considered ‘difficult to treat’ using 
traditional cognitive therapy, and are frequently described as ‘treatment failures’ (Young et 
al., 2003). From extensive clinical experience Young identified that such individuals 
appeared to benefit from some adaptations to traditional cognitive therapy. Overtime these 
adaptations evolved into ST; a broad integrative model which overlaps with other models 
of psychopathology including Cognitive Behavioural Therapy and psychodynamic models 
(Young et al., 2003). 
Over recent years this model has  become increasingly popular with clinicians and 
academics who have started to test both the theoretical assumptions and clinical 
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effectiveness of this model. However, due to the recency of both the model and research 
in this area, no other review has been conducted in this field to our knowledge.   
What is Schema Therapy?
There are four main concepts that are central to ST; these are Early Maladaptive 
Schemas, Coping Styles, Schema Domains and Schema Modes (Young et al., 2003). 
Early Maladaptive Schemas (EMS) are at the heart of model. Currently there are 18 EMS 
which are described as, ‘extremely stable and enduring themes, comprised of memories, 
emotions, cognitions, and bodily sensations regarding oneself and one’s relationship with 
others, that develop during childhood and are elaborated on throughout the individual’s 
lifetime, and that are dysfunctional to a significant degree’ (Young et al. 2003, p.7). Young 
states that schemas are present in every human being but that they are manifested in a 
more rigid and extreme way in cases of psychopathology. 
Early Maladaptive Schemas commonly develop in children who live within an environment 
which fails to meet their core emotional needs, or where they experience repeated 
episodes of abuse, neglect, hostility and criticism (Young et al., 2003). Depending on the 
child’s early environment the development of schemas can be grouped into 5 domains: 
disconnection and rejection, impaired autonomy and performance, impaired limits, other 
directness and over vigilance and inhibition. Each domain represents an important 
component of a child's core needs, for example, schemas in the disconnection and 
rejection domain typically originate in detached, cold, rejecting, withholding, lonely, 
explosive, unpredictable, or abusive families (Young et al., 2003). 
Coping styles refer to the ways a child adapts to these environments and experiences. 
There are three main coping strategies used; overcompensation (fighting the schema and 
acting as  though the opposite were true), surrendering (or giving in to the schema) and 
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avoidance (trying to avoid schema activation) (Young et al., 2003). Although these coping 
styles initially develop to help a child survive toxic environments, over time and in different 
environments such strategies can serve to maintain the dysfunctional schemas and cease 
to serve an adaptive function for the individual (Young et al., 2003).
Schema modes are the most recent addition to the ST model. Modes reflect the moment-
to-moment emotional and behavioural state of a person at a given time. Modes comprise 
of clusters of schemas, for example, defectiveness (the belief that one is flawed or 
defective) and emotional deprivation (the belief that you will never be understood and that 
your needs will never be met by others) are both part of the lonely child mode. ST and 
schema mode therapy do not reflect two separate entities, rather schema mode work is 
seen as an advanced component of ST which is particularly beneficial when working with 
individuals who have borderline personality disorder or other complex presentations. Such 
individuals often present with a number of schemas being simultaneously activated, which 
can make individual schema work more complex (Young et al., 2003). By allowing 
therapists to work with groups of schemas simultaneously, schema mode therapy can 
simplify therapeutic interventions for some individuals.
The Goal of Schema Therapy
Young et al., (2003) explain that a healthy person can adaptively meet their own core 
needs through self-care and close adaptive relationships with others. The goal of ST is  to 
help those who are currently unable to do this. This may involve identifying and reducing 
maladaptive coping behaviours which function to perpetuate schemas and reduce the 
likelihood of schema change, whilst developing healthier, more adaptive alternatives, and 
healing unhelpful schemas. This can be a long process which requires the individual to 
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confront and modify schemas that may have previously served a protective and adaptive 
function.
In schema therapy the therapeutic relationship is seen as the foundation for these 
changes to occur. As early maladaptive schemas and modes arise when core needs are 
not met, schema therapists  aim to identify and meet these previously unmet needs in a 
limited way within the therapy relationship using a variety of techniques  including empathic 
confrontation, experiential, cognitive and behavioral strategies. This  may then progress  to 
mobilising other supportive relationships. By helping the individual identify missed 
experiences or unmet needs in early childhood and providing opportunities to address 
these within a therapeutic relationship, schema therapy serves as an antidote to the early 
damaging experiences that led to the formation of maladaptive schemas and modes. In 
ST this is referred to as ‘limited reparenting’ (Young et al., 2003).
Why conduct this review?
Over the last 20 years, ST has evolved into a model which is both simple to understand 
whilst also deep and complex in nature. The combination of these factors has resulted in it 
being a popular model with clinicians and researchers. The aim of this systematic review is 
to identify and consolidate the current clinical evidence base for ST and suggest areas in 




To review the treatment evidence for schema therapy as described by Jeffrey Young 
(Young, 1994; Young et al., 2003).
Inclusion and Exclusion Criteria
• Participants.  The only fixed exclusion criteria was age. No study with participants under 
the age of 18 was included in this review. 
• Psychopathology. To ensure this review represents a broad range of individuals, all 
forms of intervention (for example, group and individual formats) and psychopathology 
were considered. Due to the high prevalence of co-morbidity of mental health conditions 
it was considered clinically useful to include studies with participants who may have 
more than one mental health diagnosis. 
• Setting. The aim of this review is to evaluate ST in a broad range of mental health 
settings to optimise its clinical utility. Therefore both inpatient and out patient settings 
were considered. 
• Interventions. Due to the limited number of outcome studies  in this area all studies that 
applied ST to individuals with a mental health condition were considered. Although it is 
anticipated that number of sessions  will vary, only studies  that evaluated the efficacy of a 
ST intervention and exceeded ten sessions were included in the review.  This is due to 
ST aiming to achieve deep schema change which is unlikely to occur in very short 
interventions. 
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• Outcomes. As ST may have a variety of different outcomes depending on the 
individual’s unique needs all outcomes were considered. 
• Language. Only English language studies were included due to lack of translation 
resources. 
• Study Design. Ideally, systematic reviews only consider evidence from high quality 
randomised controlled trials (RCT’s). However, there are many who feel that this may not 
be the best way of evaluating the true value of psychological treatments for personality 
disorders (Emmelkamp & Vedel, 2009). This is due to the inherent problems in running 
research with such complex client groups. Additionally, RCT’s do not tell us much about 
implementing psychological treatments in real public health service settings. This  is due 
to their strict guidelines and inclusion criteria which are often unrepresentative of routine 
clinical practice.  As research into psychological therapies  is  ultimately about informing 
clinical practise this review will therefore include RCT’s, controlled trials (CT) and 
uncontrolled trials (UT). Single case studies  or studies with less than five participants will 
be excluded from the review owing to the higher potential for bias in these study designs. 
Finally, economic evaluations and studies using duplicate data will not be included.
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Search Strategy
The following search terms were used in this study; ‘schema therapy’ or ‘schema focused 
therapy’. However, for the purposes of this study, it will be referred to as  ‘schema therapy’ 
which is now the most commonly used description.
The following electronic databases were searched until the 10th January 2011.
• MEDLINE (from 1950); 
• EMBASE (from 1980); 
• CINAHL (from 1982); 
• the Cochrane Central Register of Controlled Trials (CENTRAL) (The Cochrane   Library 
2009, issue 3); 
• PsycINFO (from 1872);
Searching other resources
The reference lists of included and excluded studies were searched for additional studies 
and prominent researchers were contacted to enquire about other sources  of information 
including ongoing research or unpublished data. Finally, two prominent ST websites (the 
International Society for Schema Therapy, http://www.isst-online.com/ and Schema 
Therapy website, http://www.schematherapy.com) were also searched. 
Study selection
All titles and abstracts were initially screened and irrelevant studies  or purely theoretical 
studies were excluded. The full text of all remaining studies were obtained and read. 
Studies utilising data previously reported were removed to prevent duplication. A flowchart 
of the selection process can be seen in Figure 1. 
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Figure 1. Flow chart of study selection process
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Titles and abstracts 
Screened n= 130
Full copies obtained 
and assessed for 
eligibility n=103
Excluded n=27
(Not related to ST)
Publications to be 
revewed n=12
Studies identified 
through contact with 
experts n=1
Excluded n= 92
• Theoretical articles n=73
• Non-English language n= 
8
• Not ‘Schema Therapy’ n= 
3
• Unable to obtain 
(unpublished doctoral 
thesis) n=1
• No outcome data n=2
• Dupilicate data n=1
• Less than 5 participants 
n=3
• Less than 10 sessions 
n=1
Results
Following this selection procedure twelve studies met all the study requirements. These 
can be found in Table 1. In total four of the studies were considered to be assessing the 
effectiveness of ST in the treatment of BPD (Farrell, Shaw & Webber, 2009; Giesen-Bloo 
van Dyck, Spinhoven, van Tilburg, Dirksen, van Asselt, et al., 2006; Nadort, Arntz, Smit, 
Giesen-Bloo, Eikelenboom & Spinhoven, 2009; Nordahl & Nysaeter, 2005), one focused 
on the effectiveness of ST techniques in the treatment of childhood memories (Weertman 
& Arntz, 2007), two targeted substance misuse and concurrent personality disorders (Ball, 
2007; Ball, Cobb-Richardson, Connolly, Bujosa & O'neall, 2005), one looked at ST for 
PTSD (Cockram, Drummond & Lee (2010), one evaluated group schema therapy in an 
eating disorder population (Simpson, Morrow, van Vreeswijk & Reid, 2010), and three 
focused on individuals with agoraphobia and cluster C personality disorders  (Gude & 
Hoffart, 2008; Gude, Monsen & Hoffart, 2001; Hoffart & Sexton, 2002). 
Exam No.  9815830
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Table 1. Summary of included studies.
Study Reference Aim Design Intervention Outcome 
Measures
Conclusions Effect Sizes







To compare Dual 
Focus Schema 
Therapy (DFST) 
to a 12 Step 
Facilitation 
Therapy (12FT) 
in 30 partipants 
(15 male and 15 


























Both groups demonstrated a 
reduction in substance misuse, this 
was more rapid in the DFST 
condition. Participants reported a 
stronger therapeutic alliance in the 
DFST condition. Reduction in 
dysphoric affect did not occure in the 
DFST but did in the 12FT group.
Unable to 
compute








retention in a 
randomized clinical 
trial.







(SAC) in 52 
male homeless 











Due to low 
retention of 
participants so 





Greater utilisation of DFST overall 
however, individuals with more 
severe personality disorders utilised 




Drummond & Lee 
(2010). 











(TCBT) for the 
treatment of 
PTSD in war 
veterans. TCBT 
was delivered to 
127 individuals 
between 1996 
and 2002. ST 




CT 190hrs of 












PTSD symptoms, anxiety, 
depression and EMS decreased 
significantly following ST. When 
compared to TCBT, the ST group 
showed significantly greater 




effect sizes were 
medium to large 
in the ST group
(Cohen’s d 
between 0.61 
and 0.82) and 
small to medium 















This study tests 
the effectiveness 







usual (TAU) for 
































At the end of the treatment 94% of 
ST + TAU group no longer met the 
criterion for BPD, whilst only 16% of 
TAU no longer met the criterion. 
Significantly lower scores on BSI, 
DIB-R and SCL-90R and higher 
scores on the GAF. These effects 
were maintained at six-month follow 
up.
At follow up, 
effect sizes using 
pooled standard 
deviations were 
all large in the 
ST group
(between 4.45 






Study Reference Aim Design Intervention Outcome 
Measures
Conclusions Effect Sizes













(TFT) in 88 
































Three years of schema therapy or 
transference focused psychotherapy 
reduced BPD specific (and general) 
psychopathologic dysfunction; 
improved quality of life and 
increased model specific concepts.  
The BPDSI-IV demonstrated ST to 
be more effective than TFT on the 
following sub scales; abandonment 
fears (p=.04), relationships (p=.03); 
identity disturbance (p=.02), 
impulsivity (p=.03, para-suicidal 
behaviour (p=.04) and dissociative 
and paranoid ideation (p=.02). No 
significant differences were found on 
the other sub scales however there 
were significantly stronger linear 
trends for ST increasing quality of 
life.
With respect to 
the study’s main 
outcome 
measures,1-year 
















treatment as usual 





Will ST increase 
interpersonal 
functioning more 



















discharge and  
follow-up.
Patients in the ST group showed 
greater improvement in 
interpersonal function than 
treatment as usual.
Effect sizes from 
pre-treatment to 
follow-up on the 
IIP and SCL-90 
phobic anxiety 
sub-dimension 
were large in the 
group of those 
having 
completed ST 
(0.88 and 1.82) 
whereas the TAU 
group exhibited 
low to moderate 
effect sizes (0.55 
and 0.01).
Gude, T., Monsen, 













To determine if a 
low level of 
affect 
consciouness 
will be related to 




change in cluster 
C pathology is 
influenced by 































Pretreatment level of affect 
consciousness did not correlate with 
Cluster C personality indexes but 
the Avoidant index did at post-
treatment. Affect consciousness 
changed during the ST phase but 
not the CT phase. These results 
indicate that ST may increase affect 




and follow-up on 







The role of 
optmism in the 
process of 
schema-focused 
cognitive therapy of 
personality 
problems.
To examine the 
role of optimism 
in the process of 
ST in 35 patients 
with panic 







































Positive association between 
optimism and schema processes 
and between EMS and level of 
distress, empathy, insight and 
therapists optimism.
Effect sizes from 
pre-treatment to 
follow-up on the 
MI-AAL was 
0.52, the STAI 
was 0.32 and the 
Personality 
Disorder cluster 
C index was 
0.39.
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Study Reference Aim Design Intervention Outcome 
Measures
Conclusions Effect Sizes





















therapy for 62 
individuals with a 
diagnosis of 
BPD and to 
determine the 





hours in case of 
crisis.
RCT Two 45 min 
sessions per 
week for 18 
months 















No additional effect of extra crisis 
support with telephone availability 
were found.
Significant effects 
at 1.5 years of ST 
for the whole 
group emerged for 
patients’ reduction 
of BPDSI scores 
(d=1.55), 








Question 2. A 
second aim was 
to compare the 
outcomes of this 




al, 2006 to 
determine if 
similar outcomes 
would be found 
in regular 
practice.
CT Nadort et 
al’s study: 
two 45 min 
sessions per 
week for 18 
months 
Giesen-





of either ST 
or TFT.
As above. ST can be successfully implemented 
in regular mental healthcare. 
Treatment results and drop out were 
comparable to a previous clinical 
trial.
In the RCT 
(Giesen-Bloo et 
al., 2006) a pre- to 
post-treatment 
effect size 
difference of d 
=1.24 was found 
on the BPDSI. In 







for patients with 
borderline 
personality 
disorder: a single 
case series.
To test the 
effectiveness of 
ST for six female 
patients with 
























From baseline to follow up 
improvement was clinically 
meaningful for five of the six 
patients.  Three of the six patients 
did not meet the criteria for BPD by 
the end of therapy.
Cohen’s d for the 
group of 6 





were large, with 
effect size 






therapy for eating 
disorders: A pilot 
study.
To evaluate the 
effectiveness of 
group schema 
therapy for 8 






















Results indicated that 4 of the 6 
completers had clinically sig 
improvement in eating. By follow up 
all completers had achieved over 
60% improvement in schema 
severity. 
Cohen’s d 
showed that the 
pre-treatment to 
follow-up effects 
were all medium 
or large except 
on the measure 
of depression.  
The effect sizes 
ranged from 
0.91-1.70.
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ST for personality disorder was 
associated with good overall 
improvements that were maintained.  
Given the absence of improvement 
during the exploration period, these 
effect sizes could not be attributed to 
attention effects.  Experience of 
therapist in ST for personality 
disorder was related to better 
outcomes.
The effects of 
total treatment at 
post test, 3, 6, 
and 12 month 
follow up were 




In order to differentiate between strong and weak evidence, quality assessments were 
carried out on all studies. To assist with these assessments  the Scottish Intercollegiate 
Guidelines Network were used (SIGN 50, see appendix L). These checklists provided a 
framework to rate the methodological quality of each study. Based on these ratings each 
study was given one of the following overall quality ratings; 
• ‘A’ was awarded to high quality randomised controlled trails  which met all or most of the 
quality criteria and when not fulfilled the conclusions in the study were deemed very 
unlikely to alter.
• ‘B’ was awarded to randomised controlled trials and controlled trials which met most of 
the quality criteria and when the conclusions in the study were deemed unlikely to alter.
• ‘C’ was  awarded to randomised controlled trial or controlled trials  when few or none of 
the quality criteria had been fulfilled and the conclusions of the study were deemed likely 
or very likely to alter. 
• ‘D’ was awarded to single group designs and uncontrolled studies.
To try and minimise bias in ratings, two studies were rated again by an independent rater 
and compared to the existing assessment. No differences were found between the 
researcher’s assessment and the independent researcher’s  assessment on either study. 
Table 2 summarises the quality criteria ratings for this study. 
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reported
RCT No C
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No 100% in SFT, 
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No RCT 6 months B
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No 73% SFT, 
49% of TFT
Yes RCT Not 
officially 
but study 





















Adequate No n/a n/a n/a n/a Unknown well 
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No n/a n/a n/a n/a yes Well 
covered

















Yes 79% Yes RCT No B




























No n/a n/a n/a n/a yes Well 
covered





No n/a n/a n/a n/a yes Well 
covered





No n/a n/a n/a n/a yes Well 
covered
Yes 100% n/a UT 12 months D
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Discussion
Schema therapy for BPD
In total, four studies looked at the effectiveness of ST in treating Borderline Personality 
Disorder (BPD). Of these, one compared treatment as usual (TAU) to TAU with group ST 
(Farrell et al., 2009), another compared ST to Transference Focused Therapy (TFT) 
(Giesen-Bloo et al., 2006), another compared ST with therapist telephone support to ST 
without therapist telephone support in a health service setting (Nadort et al., 2009) and the 
other looked at ST for BPD in a case series design (Nordahl & Nysaeter, 2005). 
Overall, of the four studies  reviewed the most compelling evidence for the effectiveness of 
ST in treating BPD comes from Giesen-Bloo et al’s., (2006) study. This study directly 
compared the effectiveness of ST to TFT in 88 partcipants with a diagnosis of BPD. The 
rigorous assessment procedures, regular quality checks, standardised outcome measures 
and randomisation are particular strengths of this research. The main outcomes of this 
study were reductions in general and BPD specific psychopathological dysfunction, 
increased quality of life and significant improvements on BPDSI-IV subscales in the ST 
group compated to the TFT group (see table 1 for details).  Overall the study’s main 
outcome measures resulted in medium to large effects in the ST group (between 
0.43-1.03) as compared to small to large effects (0.09-0.99) in the TFT group.
As well as these strengths, this study also benefits from the inclusion of a highly suitable 
control condition.  TFT had previously demonstrated efficacy in reducing BPD symptoms in 
a randomised controlled trial (Clarkin, Levy, Lenzenweger & Kernberg, 2007).  It also 
shares some characteristics with ST. For example, both aim to change personality 
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structure, reduce self destructive behaviours and increase quality of life (Giesen-Bloo et 
al., 2006). Finally, both therapies can be offered in equal frequency and duration making it 
highly unlikely that the positive ST outcomes displayed could be attributed to other factors. 
TFT was therefore a good choice as a control group for the Giesen-Bloo et al’s (2006) 
study. 
One consideration when attempting to generalise these findings to other settings is  the 
intensity and duration of the intervention.  Athough personality disorders  typically require 
greater intensity and duration of therapeutic input, planning sessions twice a week for up 
to three years maybe beyond the resources of some healthcare organisations. 
The study by Nadort et al., (2009) was set up as an ‘implementation study’ to determine 
whether the results found in Giesen-Bloo et al’s  (2006) randomised controlled trial could 
be replicated in a public health service outpatient setting. For this  reason they did not use 
a different treatment control, rather results were directly compared with those of the 
Giessen-Bloo et al’s (2006) study. After the intervention phase, results  and drop out rates 
were comparable between the two studies. This suggests that ST could be successfully 
implemented in regular practice. This type of study is important as it attempts  to 
demonstrate efficacy in real health settings (rather than the controlled conditions  found in a 
RCT). As such these findings may be more generalisable to public healthcare 
organisations.  
However, interpretation of these results may be limited to some extent by some inherent 
differences between comparison groups.  At pre-treatment, the participants in the 
‘implementation study’ displayed lower BPDSI scores, less medication use and higher 
reported quality of life (Nadort et al., 2009). They were also recruited in different time 
frames.  Therefore this group may have been somewhat less severe than those in the 
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earlier clinical trial by Giesen-Bloo et al (2006). Nevertheless, all participants  did meet full 
criteria for BPD in both studies. Ideally, future research attempting to demonstrate efficacy 
in general practice should use a simultaneous active treatment control allowing 
randomisation to either ST or the control group. This  design would better control for non-
therapeutic factors that may influence the outcomes.  However, practically this design 
might be difficult to achieve in regular clinical practice. Under such circumstances a well 
conducted quasi experimental design controlling for baseline differences may be more 
achieveable (Emmelkamp & Vedel, 2009).
Overall, the study by Nadort et al. (2009) provides additional clinically useful information 
which would not be easily obtainable within a pure RCT trial. One of the main aims of this 
research study was to determine the added benefit of out of hours therapist telephone 
support to the treatment outcomes. Telephone support has been one of the more 
controversial aspects of ST within some health care settings and potentially may deter 
therapists from using this model. Interestingly, this study suggested that there was no 
added benefit of telephone support.  The implications  of these findings  may make ST more 
accessible and less onerous for therapists working in settings not set up to support this 
level of out of hours support. 
The study by Nadort & Nysaeter (2005) used a case-series design and as such 
participants in this  study acted as their own controls.  Although small in size, the large 
effect sizes of the main outcome measures between pre-treatment and follow up were 
comparable to those in much larger studies.  Additionally, the outcome measures were 
administered at regular intervals in a controlled way.  These findings therefore contribute to 
the positive outcomes of ST.
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The final study looking at ST for the treatment of BPD was conducted by Farrell et al., 
(2009). This study appears to show the largest benefits  in reducing BPD symptoms 
suggesting that 94% of participants attending a ST group (in addition to treatment as usual 
(TAU)) no longer met criteria for BPD at end of treatment. However, other factors could 
account for some of these benefits, making it difficult to generalise the findings of this as a 
stand-alone study. Firstly, the ST condition received greater frequency of therapeutic input, 
with an additional 90 minutes structured clinical contact per week which was specifically 
targeted towards reducing BPD symptoms. It is possible that the structured group 
environment with targeted content and additional time may account for some of the 
perceived differences rather than the ST component. As each treatment is likely to have its 
own structure it can be difficult to match one type of therapy with another. This is a more 
general difficulty when investigating psychological therapies. Ideally, in order to establish if 
ST is the primary change factor, future research should compare group ST to a control 
treatment that is as equally structured, targeted and intense as possible. Additionally, the 
group ST treatment was run by its  developers (suggesting high treatment fidelity) so it 
remains to be seen how effective other therapists are in delivering this intervention.
Possible challenges to research in this area
Ideally, it is recommended that future research of similar quality to Giesen-Bloo et al’s 
(2006) study is  conducted, comparing ST to a suitable control treatment (such as TFT or 
Dialectical Behaviour Therapy (DBT), Linehan, Comtois, Murray, Brown, Gallop, Heard, et 
al, 2006).  Such controlled comparisons are needed in order to enhance the evidence 
base for ST in general clinical practice. However, realistically it is acknowledged that there 
may be some difficulties doing this  type of research within healthcare organisations  with 
resource pressures. Clinicians  working within healthcare organisations need to have 
managerial support for both their clinical time and resources. ST is still relatively new and 
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under-researched. Within the current economic climate it may be challenging to get 
managerial support for ST research within healthcare departments  that might be under 
pressure to provide time limited evidenced based treatments. It might be helpful for 
clinicians seeking funding for such research to read the economic evaluation by van Asselt 
et al., (2008). This evaluation looks at the overall costs of BPD and compares this with the 
treatment costs. Although it is  beyond the scope of this evaluation to go into this paper in 
more depth, this evaluation appears to provides compelling evidence to suggest that ST, is 
a cost effective treatment when taking into account the wider costs associated with 
supporting clients with personality disorders both within healthcare organisations in 
addition to wider societal costs.  Overall, these difficulties  may explain the scarcity of 
research into ST.
Research recommendations
Despite these potential challenges, the research conducted to date suggests  that ST 
displays mainly large effect sizes and positive outcomes in decreasing BPD symptoms. 
Although clinicians who work in this  field may be under pressure to provide succinct, cost 
effective treatments, the complex nature of personality disorders means that at face-value, 
ST may initially appear an expensive intervention but may in reality be more cost effective 
than other treatments  (van Asselt, Dirksen, Arntz, Giesen-Bloo, van Dyck, Spinhoven et al, 
(2008).  Another way to make this  therapy more accessible could be to look at group ST, 
rather than individual sessions. This is supported by Farrell et al’s (2009) study which 
suggests that group processes may improve the effectiveness of ST whilst also reducing 
the length of treatment required.
Finally, although difficult to perfectly match psychological therapies in terms of intensity, 
duration, structure and treatment goals, future research should aim to use control 
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conditions which are as similar to ST as possible. If control conditions vary in terms of 
intensity, frequency, duration and goals it becomes difficult to determine if observed effects 
are due to the psychological treatment or differences in other factors such as design and 
methodology. 
Schema Therapy for Personality Disorder
The study by Arntz & Weertman (2007) explored whether treatment of childhood memories 
is  an effective way to change personality disorder related schemas and psychopathology. 
This  study used a cross over design and therefore did not have a simultaneous active 
treatment control.  Overall, ST was associated with good overall outcomes and large effect 
sizes.  Interestingly this study also looked at the impact therapist experience had on 
outcomes.  ST for BPD (and personality disorder in general) requires therapist training and 
supervision (Young et al., 2003).  This study demonstrates the positive clinical impact of 
increased therapist experience on therapeutic outcomes.  Such findings suggest that 
therapist experience may be an important influence on the outcomes of ST.  
Schema Therapy for PTSD
The study by Cockram, Drummond & Lee (2010) aimed to determine if group ST would 
reduce PTSD symptoms in war veterans compared to a comparison CBT group that was 
previously run in the clinic. The main difference between the ST group and the CBT group 
was the content of six cognitive restructuring sessions. In the ST group, these six sessions 
focused exclusively on schema work and included trauma imagery which allowed 
reprocessing of childhood experiences. There was also reference to how early 
experiences could have made some individuals  more vulnerable to PTSD which was 
absent in the CBT group. Overall, this study suggests the ST group had significantly better 
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outcomes than the CBT group in reducing PTSD symptoms and anxiety. There was no 
significant difference between the ST and CBT group in depressive symptoms.
This  study benefits from having a control condition which was similar in content, structure 
and duration to the ST group. However, there are some methodological and statistical 
weaknesses which could be addressed in future research. In this  study, the participants 
were recruited during different time frames which meant that randomisation was not 
possible. Additionally,  it is possible that other changes in the clinic may have impacted on 
the outcomes; for example, treatment fidelity and therapist experience were not reported in 
this study.
A particular strength of this study was the measurement of schema change. As the primary 
aim of ST is to reduce the impact of early maladaptive schemas, more studies would 
benefit from formal assessment of schema change. Unfortunately as data was collected 
retrospectively the control CBT group had not completed a post intervention schema 
measure. As the content and structure of these groups had large amounts of overlap, it 
would be interesting to determine if the relatively small amount of schema change work in 
the ST group impacted upon early maladaptive schemas as compared to the control CBT 
group. This   makes it impossible to determine if schemas reduced more in the ST than in 
the CBT group. However, the ST group demonstrated larger effect sizes than the CBT 
group on the other outcome measures suggesting ST was more effective in general.
Overall, this  study provides an indication that further research in this area would be 
beneficial. As this study focused on a particular subset of PTSD sufferers, it would be 
interesting to look at interventions that target PTSD that has arisen from a greater variety 
of trauma experiences. It would also be beneficial to compare ST to other psychological 
interventions which have evidence in treating trauma such as Prolonged Exposure (Foa, 
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Hembree & Rothbaum, 2007), Cognitive Restructuring (Ellis & Harper, 1975) or Eye 
Movement Desensitisation and Reprocessing (Shapiro, 2001).
Schema therapy for agoraphobia and cluster C personality disorders
Three studies have investigated the evidence for applying group ST to inpatients with 
agoraphobia and cluster C personality disorders (Gude & Hoffart, 2008; Gude, Monsen & 
Hoffart, 2001; Hoffart & Sexton, 2002). Two of these studies had no control conditions 
(Gude, Monsen & Hoffart, 2001; Hoffart & Sexton, 2002) and also demonstrated relatively 
low treatment effects compared to the other ST studies discussed in this  review.  However, 
without a control condition it is  difficult to make any inference about ST specifically, as the 
benefits may be due to other factors such as psychological contact or the inpatient 
environment. The other study had a control condition that differed in type of group (one 
was open the other closed) content, structure and possible behavioural experiments 
(Gude & Hoffart, 2008). Although any one of these differences may have influenced the 
difference in outcomes, this study demonstrated large effect sizes in the ST group 
compared to low to medium effects in the control group. Another important note made by 
the authors was in reference to the different data collection procedures used. The 
comparison group were sent the follow-up questionnaires by post whilst the ST group had 
personal interviews. It is known that personal interviews can result in more favourable 
outcomes due to the potential of participants wanting to please the researcher (Moum, 
1998). 
Overall, the lack of control groups in these studies makes it difficult to draw clear 
conclusions. However these initial promising findings  suggest that future research in this 
field is warranted.
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Dual focus schema therapy for substance misuse
Two studies were found that targeted substance misuse and concurrent personality 
disorders (Ball, 2007; Ball et al., 2005). The research in this area was difficult to review for 
a number of reasons. Firstly, the authors of this research described difficulties retaining 
participants and collecting data. Secondly, there was an absence of power calculations 
which potentially means the sample size may have been too small to detect effects. 
Thirdly, the main outcome measures were reductions in substance use, not reduction in 
early maladaptive schemas. 
Although ST may benefit individuals who misuse substances, care should be taken to 
ensure participants are not contra-indicated for therapy. For example, participants should 
be screened to ensure they are not actively using substances, in a state of acute 
withdrawal, facing other crises  and are stable in other respects  (Young et al., 2003). When 
this  is not possible, it must be recognised that such influences may impact on the 
effectiveness of ST. Future research should also evaluate schema change as one of the 
outcome measures, as this is the primary goal of ST. Ideally, control groups should be run 
with an evidenced based treatment alternative delivered in an equally structured, focused 
and intensive way using the same outcome measures to the ST condition. Practically, this 
may prove difficult to substantiate within some healthcare organisations where therapies 
for this population are few and far between. Finally, to achieve high quality research in this 
area, care should be taken to address the difficulties that were encountered and described 
by these studies. This  will likely involve putting procedures in place to overcome the 
difficulties found in relation to recruitment, retention and data collection. 
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Schema therapy for eating disorders
To our knowledge only one pilot study has attempted to look at the effectiveness of ST in 
an eating disorder population (Simpson et al., 2010). This  study had a small number of 
partipants (8) and no control group. For these reasons clinical recommendations  cannot be 
based on this  study alone. Despite this study’s small size it benefits  from having sound 
outcome measures including schema severity administered at regular intervals and in a 
controlled way. Reductions were found in eating disorder severity, anxiety and shame 
whilst quality of life increased.  These benefits resulted in large effect sizes at the six 
month follow up. The benefits  of this pilot study demonstrate that further research is 
warranted in this area. Future research should use a control condition to ensure that the 
benefits were attributable to the ST component rather than other factors (such as a well 
run, structured and closed group).
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Summary and recommendations
Overall this  review highlights the gap between the clinical popularity of schema therapy 
and the evidence base. Within the current economic climate, without a strong evidence 
base it may become difficult for clinicians to justify the use of any therapy. In order to 
establish itself as an evidence based treatment, clinicians and researchers of the ST 
model need to plan and implement studies of a similar methodological standard to the 
study by Giesen-Bloo et al (2006). Over the next few years a number of important studies 
are expected to be published which shall be awaited with interest.  These include a large 
multi-site study of ST in forensic settings and an international study looking at group and 
individual ST for individuals with BPD. 
Despite the relatively few studies published on the effectiveness of ST, what is noticable 
are the relatively large effect sizes.  ST appears  to display larger effects  than are generally 
found in psychotherapies for personality disorders (Perry, Banon & Ianni, 1999; 
Leichsenring & Leibing, 2003).  This  finding provides strong rationale to continue 
developing and expanding the research in this field.  However, as treatment effects can be 
influenced by study design and methodology, it is  important to control for such factors. 
Overall, the area appears to benefit from using good screening and assessment measures 
but needs to focus on some key areas. These are:
1. Using power calculations when planning sample size.
2. Ensuring control groups are as similar to the ST condition as possible to reduce the 
possibility that differences are due to non-therapeutic effects  such as frequency of 
contact, duration, intensity etc. This will ensure the effects  can be attributed to the 
therapy and not other factors.
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3. Planning quality assessments and ensuring regular ST training and supervision for the 
therapists.
4. Measuring schema change as an essential outcome measure.
5. Ensuring the intervention is  accessible to clinicians  by exploring time frames and 
formats that can be implemented within clinical psychology services in healthcare 
organisations. As previously mentioned, this  may include looking further at ST groups 
or using single case experiments in routine practice as an alternative way of gathering 
data.
Finally, as there is a large amount of literature testing the theoretical basis for ST, a 
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Chapter Two
Introduction to Major Research Project
 Exploring the Relationship Between Schema Modes, 
Cognitive Fusion and Eating Disorders.
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Summary
Integral to the role of clinical psychologists working within the NHS is ensuring that they 
are providing evidence based treatments and interventions.  A vital part of this is exploring 
new treatment models  and approaches. Currently, the recommended treatment for Bulimia 
Nervosa (BN) is Cognitive Behavioural Therapy (CBT) (Hay et al., 2009a).  Despite this, 
less than half of people with BN recover following a course of CBT (Agras  et al., 2000). 
The longer term follow up is even less encouraging with almost a third continuing to suffer 
(Agras et al., 2000).  The most recent Cochrane review compared the effectiveness of a 
range of therapies for Anorexia Nervosa (AN). It concluded that no specific treatment 
approaches could be recommended for the outpatient treatment of AN (Hay et al., 2009b). 
These findings  highlight the need for clinicians working in this field to look at enhancing 
research in this area and possibly looking for alternative therapeutic approaches that 
better meet the needs of their patients with eating disorders.  
The primary aim of this  research is to explore whether two relatively new therapeutic 
models; schema therapy (Young et al., 2003) and acceptance and commitment therapy 
(ACT) (Hayes et al., 1999) may enhance our understanding of eating disorders.  Although 
both models have recently become increasingly popular they are theoretically and 
practically very different. Theoretically, schema therapy assumes that mental health 
difficulties are associated with early maladaptive schemas (Young et al., 2003). Broadly 
speaking these are unconditional and dysfunctional beliefs  about the self that are 
developed during childhood.  
A schema therapist would typically use questionnaire measures and imagery techniques to 
help individuals identify early maladaptive schemas.  When identified, a schema therapist 
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would work with the individual to try and reduce maladaptive schemas and increase the 
strength of adaptive ones.  
In comparison, ACT suggests that mental health difficulties are associated with 
psychological inflexibility (Hayes, 2004).  ACT therapists may use various assessment 
tools to help them identify forms of psychological inflexibility, when identified, ACT 
therapists would then apply mindfulness, acceptance and commitment techniques to 
increase psychological flexibility.
In ACT, one component of psychological inflexibility which is currently been investigated is 
cognitive fusion.  Cognitive fusion refers to excessive or improper regulation of behaviour 
by verbal processes (Hayes et al., 2006).  A recent addition to schema therapy is the 
concept of schema modes.  Modes are seen as  clusters of schemas which are activated 
simultaneously.  
Questionnaires have been developed to help therapists assess both schema modes and 
cognitive fusion.  This research will look at the relationship between eating disorder 
severity and these measures.  If relationships  are found between eating disorder severity 
and either of these measures then this would further contribute to our understanding of 
eating disorder symptoms. 
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Introduction to Eating Disorders
Although there are various forms of eating disorders this  thesis will focus exclusively on 
Anorexia Nervosa, Atypical Anorexia, Bulimia Nervosa and Atypical Bulimia according to 
ICD-10 diagnostic criteria.  
Anorexia Nervosa
Anorexia Nervosa (AN) is a syndrome in which the individual maintains  a low weight (at 
least 15% below what is  expected) as  a result of a pre-occupation with body weight 
construed either as a fear of fatness  or pursuit of thinness (NICE, 2004). Weight is lost via 
a variety of means such as avoiding ‘fattening foods’, excessive exercising, self-induced 
vomiting or misuse of laxatives (NICE, 2004). The effects of poor nutrition can result in 
amenorrhoea in women and lack of sexual interest or potency in men. In younger children, 
puberty is frequently delayed whilst physical growth and development are usually stunted 
(NICE, 2004).  Individuals suffering from AN often view weight control as highly desirable. 
Subsequently they may view their weight loss as a positive achievement and deny the 
seriousness of the condition (NICE, 2004). 
AN typically starts with dieting behaviour that may evoke little or no concern. A smaller 
proportion may develop AN following a viral illness which resulted in weight loss.  In some 
individuals this can became positively valued and therefore develop into an anorexic 
illness (NICE 2004).  Unfortunately, the commitment to dieting appears to increase in AN 
and subsequently a number of secondary features often develop.  These might include 
social withdrawal, anxiety and depression (NICE, 2004).  These may be particularly likely if 
these traits were previously features of the individual’s personality. These secondary 
features then predispose the individual to develop a host of other difficulties such as 
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physical or health complications, social isolation, impediment of educational and 
employment plans and reduced functioning (NICE, 2004). 
The most up to date review of the epidemiology of AN was  conducted by Hoek & van 
Hoeken in 2003.  Based mainly on studies from Europe and the USA, this  study 
demonstrated an average prevalence rate for AN of 0.3% amongst women. 
The course of AN is variable.  For some, AN many have a chronic course with notable 
psychiatric and medical co-morbidities (Fairburn & Brownell, 2001).  Common co-morbid 
psychiatric problems include depression and para-suicidal behaviour, anxiety disorders, 
obsessive–compulsive disorder and alcohol and substance misuse (Simon et al., 2005; 
Zipfel et al., 2003). Physical complications include cardiovascular problems, renal 
problems, gastrointestinal disturbance, fluid and electrolyte abnormalities, menstrual and 
fertility problems, osteoporosis and osteopenia, and dental and dermatological 
abnormalities (Simon et al., 2005; Zipfel et al. 2003).
In relation to recovery, a review of 68 studies  published before 1989 found that 
approximately 43% of sufferers will recover completely from the disorder (Steinhausen, 
2002).  A further 36% will somewhat improve whilst 20% developed a more chronic eating 
disorder.  The remaining 5% died from anorexia.  The overall mortality in the studies 
included in this review ranged from 1-21% and were due to a combination of physical 
health complications  and suicide (Steinhausen, 2002).  More recent studies have 
estimated the ‘all cause’ mortality for AN to be three times higher than other psychiatric 
conditions such as depression, and schizophrenia (Nielson, 2001), and three times higher 
than alcoholism (Harris & Barraclough, 1998).  
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A further concern is  the proportion of individuals with AN that go on to develop a different 
eating disorder such as bulimia or binge eating disorder (NICE, 2004).  The incidence of 
AN appears to be stable overall, but may be increasing in younger age groups (Nicholls, 
Lynn & Viner, 2011).   As with adults, the prognosis of AN in children and adolescents 
appears variable (NICE, 2004).  When the onset is both early and rapid, individuals  may 
be more likely to make a full recovery.  This  form of AN appears typically to be in response 
to an identifiable life event such as bereavement (North et al., 1999).  More insidious 
onsets embedded within earlier social/emotional difficulties, appear more likely to develop 
into a chronic course (Gowers et al., 1994).
Bulimia Nervosa
There are fewer studies looking at the course and outcomes of Bulimia Nervosa (BN) in 
the community than AN.  This  may in part be due to the lower level of physical and health 
complications associated with this  condition (NICE, 2004).  However, BN is  still considered 
to be a serious  and debilitating condition characterised by recurrent episodes of binge 
eating followed by compensatory behaviour such as vomiting, purging, fasting or 
exercising in order to prevent weight gain (NICE, 2004). As in AN, self-evaluation is 
believed to be unduly influenced by body shape and weight.  However in BN, the individual 
is  able to maintain a body mass index above 17.5 kg/m2  (NICE, 2004). Additionally, whilst 
an individual with AN is  likely to value their condition, individuals who binge and purge 
typically experience feelings  of guilt and shame. It is  common for individuals starting 
treatment to feel a level of ambivalence.  For example, they may fear that if they are 
prevented from purging they will gain excessive weight (NICE, 2004).
Mood disturbance is  extremely common in BN and symptoms of anxiety and tension are 
frequently experienced (NICE, 2004). Individuals may also develop negative thoughts and 
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disgust relating to their overeating or purging behaviour.  Self-harm is also common. 
Importantly, a significant proportion of those with BN have a history of disturbed 
interpersonal relationships with poor levels of impulse control (NICE, 2004).  
Estimates of the prevalence of BN in the community suggest it occurs in 0.5 - 1 % of the 
population (Hay & Bacaltchuk, 2001).  A more recent review of the epidemiology suggest 
that the prevalence rate of BN is 1% for young women and 0.1% for young men (Hoek & 
van Hoeken, 2003).  As in AN, there is a higher prevalence of BN in women with 
approximately 90% of sufferers being female (Hay & Bacaltchuk, 2001). 
Unfortunately, it is  estimated that the majority of individuals with BN do not receive any 
form of help (Hsu, 1995).  Despite this, when help is sought, recovery from BN appears 
higher than AN with some treatments resulting in 50% of people being asymptomatic 
between two and ten years after assessment (Hsu, 1995).  A further 20% will continue to 
suffer from the full form of BN whilst the remaining 30% appear to experience recurrent 
remissions / relapses or persistent sub-diagnostic BN (Hsu, 1995).  Although BN does not 
have as much of an impact on physical health and mortality rates as AN, it is anticipated 
that mortality is higher than in the matched general population (Hsu, 1995).
Atypical Eating Disorders
There are a significant number of individuals who have clinically significant eating 
disorders that do not meet the precise ICD-10 diagnostic criteria for AN or BN (Fairburn & 
Harrison, 2003).  In Europe, these individuals are often given ‘atypical’ eating disorder 
diagnosis (Fairburn & Harrison, 2003).
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Economic Impact of EDS
Whilst the mortality and physical complications of these disorders are well recognised,  the 
negative impact on quality of life and other social, occupational and economic costs have 
received far less attention (Keilen et al., 1994). The chronic nature of eating disorders and 
the numerous co-morbidities and complications  suggest that people with eating disorders 
are high consumers of medical and social care (Simon et al., 2005). A systematic review 
conducted by Simon, Schmidt & Pilling in 2005 demonstrated how eating disorders are 
general under-detected and under-treated. They acknowledged that the economic burden 
is  likely to be substantial (Simon et al., 2005). In the UK the National Health Service cost of 
AN was estimated to be £4.2 million per annum in a prevalence-based cost-of-illness  study 
in 1990 (Office of Health Economics, 1994).  However, this estimate was described as 
conservative due to not attempting to account for the potentially substantial costs of out-
patient care (including psychological therapies) and private eating disorder services. 
(Simon et al., 2005). Interestingly, there are no more recent UK estimates for AN; nor are 
data available for BN or atypical diagnosis.
Evidence Base for Treatment of Eating disorders
The most recent Cochrane review on the outpatient treatment for AN was completed in 
2009.   Although AN has been demonstrated to be a severe, disabling and relatively 
common disorder, what is apparent from this review is the lack of strong evidence for 
effective outpatient treatments (Hay et al., 2009b).  Only seven trials were included in the 
review and these appeared to be testing a variety of different types of psychotherapy. 
Overall the authors stated that they were unable to make firm conclusions about the 
therapies tested based on the current evidence base (Hay et al., 2009b).  This is 
disappointing given the demonstrated need to find effective treatments for this  group of 
individuals.   It is important to acknowledge that Cochrane reviews use rigorous quality 
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assessment criteria and therefore only include the very strongest evidence.  This  process 
may exclude some smaller studies that might still provide useful information on 
psychological treatments.  What the authors  were able to conclude was that participants 
who did not receive psychotherapy (e.g. were in a waiting-list control group or who got 
’treatment as  usual’) did poorly. In one study, all those in the control group who got only 
‘dietary advice’ dropped out (Hay et al., 2009b). This information highlights  the need for 
effective treatments to improve outcomes for this group of individuals.  Overall, this 
systematic review concluded that there is  an urgent need for multi-centre, large scale 
randomised controlled trials  of commonly used psychotherapies in older adolescents and 
adults with AN (Hay et al., 2009b).  
The most recent Cochrane review on BN (Hay et al., 2009a) reviewed studies of 
psychotherapies, including a specific form of cognitive behavioural therapy for BN (CBT-
BN). The authors compared psychotherapy to control groups who got no treatment (e.g. 
people on waiting lists) and the specific CBT-BN with other types of psychotherapy. Unlike 
the review for AN, this review found evidence to suggest that CBT was better than other 
therapies, and better than no treatment, at reducing binge eating (Hay et al., 2009a). 
However, it was  recommended that more research and larger trials  are still needed to 
improve outcomes for individuals with BN.  
To date, the Scottish Intercolegiate Guidance Network (SIGN) have not produced any 
reviews or guidance in relation to eating disorder treatment.  However, there are some 
National Institute for Clinical Excellence (NICE) guidelines that recommend cognitive 
behavioural treatment (CBT) for the treatment of eating disorders  (NICE, 2004) and also 
Quality Improvement Scotland guidelines that predominantly recommend CBT (NHS-QIS, 
2006).  The main goals of CBT for BN includes normalisation of eating, reducing attempts 
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to diet, eliminating binge eating and purging, and altering beliefs, thoughts  and values 
which maintain the eating problem (NICE, 2004; NHS-QIS, 2006). The same protocol can 
be used for those suffering from anorexia with only minor variations  and typically an 
extended time frame (Juarascio, Forman & Herbert, 2010).   
Most significant benefits have been observed in the reduction of binge eating, purging, and 
other compensatory behaviors used by individuals with bulimia to control their weight 
(Fairburn, 2008; Treasure et al., 1994). Despite these recommendations a relatively large 
subset of individuals  do not achieve any clinically significant benefit from CBT (Juarascio, 
Forman & Herbert, 2010).  In fact some studies demonstrate only 30-50% of patients 
cease to binge and purge using this approach (Fairburn 2008; Wilson, 2005; Wilson, et al., 
2007). The outcomes for anorexia, have been even less encouraging (Wilson, 2005; Hay 
et al., 2009b). These findings  suggest that although CBT may benefit some individuals, 
there are still a large proportion of individuals whose needs have not been adequately met.
There are a number of reasons why CBT might not be best suited to treat eating disorders. 
Firstly, patients with eating pathology (particularly those with anorexia) might have little 
desire to change (Juarascio, Forman & Herbert, 2010).  The eating disorder may be 
viewed as  something that has helped them to lose weight which might be a valued 
achievement (Vanderlinden, 2008).  Secondly, CBT directly attempts  to change the content 
of unhelpful eating-related cognitions.  The nature of eating disorder cognitions may make 
them particularly resistant to direct modification efforts.  This is due to difficulties set-
shifting (Roberts et al., 2007) and cognitive rigidity which may make cognitive challenging 
particularly difficult (Guarda, 2008).  Thirdly, many eating disorders may be functional 
within the context of the patient’s  belief system (Juarascio, Forman & Herbert, 2010). An 
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example would be when someone believes they are overweight and thus find eating 
pathology assists them in weight reduction. 
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Rationale for completing research in this field
Due to the limited efficacy of psychological therapies for individuals with eating disorders 
the evidence base needs to be developed further so that clinicians can better meet the 
needs of their patients.  This  project is interested in exploring how psychological constructs 
from ST (schema modes) and psychological processes  from ACT (cognitive fusion) relate 
to eating disorder symptoms.  
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Schema Therapy
Three main concepts are central to ST.  The first is that of early maladaptive schemas. 
Broadly speaking these are unconditional and dysfunctional beliefs about the self that are 
developed during childhood.  These commonly develop in children living within an 
environment which fails to meet their core emotional needs, or where they experience 
repeated episodes of abuse, neglect, hostility and criticism (Young et al., 2003).  The 
second concept central to ST is that behaviours are embedded within early maladaptive 
schemas.  Young states that a person can maintain early maladaptive schemas using 
three main coping strategies; overcompensation (fighting the schema and acting as 
though the opposite were true), surrendering (or giving in to the schema) and avoidance 
(trying to avoid schema activation) (Young et al., 2003).  The third concept relates to 
schema modes.  These are the most recent advance to ST and reflect the emotional and 
behavioural state of a person at a given time.  Modes comprise of clusters of schemas 
activated simultaneously.  ST and schema mode therapy do not reflect two separate 
entities, rather schema mode work is seen as an advanced component of ST.  
The mode model provides a valuable framework to understand and work therapeutically 
with people with complex personality pathology or entrenched and chronic problems 
(Young et al., 2003).  The aim is  to strengthen healthy modes and weaken the impact of 
the maladaptive ones (Young et al., 2003).  Broadly speaking there are three groups of 
modes; child modes, dysfunctional coping modes and dysfunctional parent modes.  These 
shall now be described.  
The child modes are thought to be innate and are moulded by a combination of childhood 
experiences and environmental factors.   The Vulnerable Child mode is considered the 
most important for schema mode work (Young et al., 2003).  When activated the 
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Vulnerable Child elicits  strong emotional responses in the individual such as anxiety, fear, 
sadness, and helplessness.  The Angry Child mode relates to the frustration of a young 
child whose core needs have not been met.  When activated in adulthood, the individual 
may react to experiences where their needs have not been met with similar expressions of 
anger at the perceived injustice.  This  mode is associated with schemas such as 
abandonment, mistrust/abuse, emotional deprivation and subjugation (Young et al., 2003). 
The Impulsive/Undisciplined Child mode relates to children who learned to meet their own 
needs by behaving impulsively with little concern for others.  When activated in adults, the 
individual will struggle to tolerate frustration and feel unable to delay gratification. 
Individuals  with this mode may therefore struggle to achieve long-term goals  and may 
present as spoilt, careless, impatient, unfocused or out of control (Young et al., 2003).  The 
last child mode is called the Happy Child.  This is not seen as  a dysfunctional mode, rather 
it is reflective of the child who feels loved and contented. When activated in adulthood this 
mode will trigger positive emotions.  
The coping modes correspond to the schema processes of surrender, avoidance and 
overcompensation outlined earlier.   The surrender coping strategy is characterised by the 
Compliant Surrenderer mode.  When activated this mode will result in the individual acting 
in a passive, subservient, submissive, approval-seeking, or self-deprecating way around 
others out of fear of conflict or rejection.  This mode may result in the individual tolerating 
abuse and/or bad treatment and may prevent the person from expressing healthy needs or 
desires.  The avoidance coping strategies are depicted by the Detached Protector and the 
Detached Self-Soother modes.  The Detached Protector refers to the psychological 
withdrawal of individuals by disconnecting from others and acting in an almost robotic 
manner to shut off emotions (Young et al., 2003). The Detached Self-Soother mode is also 
an avoidant strategy whereby individuals  shut off their emotions by engaging in activities 
that will soothe or distract them from feeling.  The schema mode that relates to the 
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schema process of overcompensation is  called the Self-Aggrandiser mode.  When 
activated the individual may feel and behave in a grandiose, aggressive, dominant or 
status-seeking way.  These feelings and behaviours originally developed to compensate or 
gratify for early unmet core needs (Young et al., 2003).  
Finally, the parent modes represent the internalised experience of overly critical or 
demanding parents. When activated the Punitive Parent mode results in the individual 
feeling that they or others deserve punishment or blame.  This often results  in them acting 
in a blaming, punishing, or abusive way towards themselves or others.  The Demanding 
Parent mode results in the individual feeling that there is a “right” way to be.  For example, 
they may feel that they need to be perfect or achieve at a very high level or that it is wrong 
to express feelings.  The last mode is called the Healthy Adult, like the Happy Child it is 
seen as a functional mode characterised by an individual performing appropriate adult 
functions (Young et al., 2003).
Schema Therapy and Eating disorders
As has been previously described, eating disorders are often associated with a variety of 
other challenges including co-morbid personality disorders  (Vrabel et al., 2010), difficult 
interpersonal relationships and difficulty tolerating emotional experiences (Linehan, 1993). 
Although not always  the case, for some individuals these may reflect early experiences of 
living within environments which failed to meet their core emotional needs.  In particular 
there has  been associations found between eating disorders and childhood sexual abuse, 
physical and emotional abuse (Kent, Waller, & Dagnan, 1999; Rorty, Yager, & Rossotto, 
1994; Smolak & Murnen, 2002; Wonderlich et al., 2001).   These experiences can be 
likened to the ‘toxic experiences’ referred to by Young et al., (2003).  For such individuals 
understanding these developmental and environmental influences  and the resulting 
schema modes may help clinicians to better understand the eating disorder behaviour.  
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Although no research has directly explored the relationship between schema modes and 
eating disorders, previous research has looked at the relationship between schemas and 
eating pathology.  Firstly, Leung et al., 1999 demonstrated that women with eating 
disorders held more dysfunctional schemas than control women.  Additionally, different 
patterns of schemas were observed in anorexic and bulimic women suggesting that 
particular schemas may be associated with particular eating behaviours (Leung et al., 
1999).  Although Leung et al., (1999) were the first to propose a link between eating 
disorders and early maladaptive schemas, this relationship has since been supported by 
Waller et al., (2000 & 2002).  
As well as supporting Leung’s findings these studies also demonstrated that certain 
schemas were predictive of levels of eating disordered behaviour.  For example, the 
frequency of binging was associated with the emotional inhibition schema whilst the 
frequency of vomiting was associated with defectiveness/shame schemas (Waller et al., 
2000; 2002).  Waller et al. (2002) concluded that bulimic women binged more often if they 
deemed the expression of emotion to be unsafe or unacceptable.  Additionally, they were 
more likely to vomit if they believed themselves to be fundamentally flawed or defective. 
This  conclusion is compatible with the suggestion that vomiting serves the function of 
reducing awareness of aversive cognitions, whereas binging serves more of an affect 
regulation function (Pitts  & Waller, 1993).  The implication of these findings  is that each 
individual may need tailored treatments specifically targeted towards their individual 
needs.  Thus a generic treatment package may be ineffective.
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Together these findings suggest that restrictive eating is  associated with perceptions of the 
self as  being dependent, incompetent and unable to express emotions.  Bulimic attitudes 
were found to be associated with women who viewed themselves as being deprived of 
emotional support, socially different, and lacking self-control (Waller et al., 2002).   Overall, 
the schemas most associated with unhealthy eating patterns were found to be 
Dependence, Emotional Inhibition, Emotional Deprivation, Social Isolation and Insufficient 
Self-control. 
Although these studies provide evidence to link theoretical elements from schema theory 
to individuals with eating disorders some limitations must be considered.  Firstly, although 
the importance of schema level cognitive beliefs in eating disorders may have been 
supported this  evidence does not allow differentiation between AN or BN.  This either 
means that individuals with eating disorders have similar schemas or the instruments used 
to assess schemas are failing to identify these differences.  As behavioural characteristics 
are usually measured to assess for improvement, a measure that is able to measure these 
differences would be preferable.  Secondly, all three studies failed to screen for affect 
disorders.  It could be argued that affect disorders may account for some of the variability 
found in schemas and thus be reflecting general psychopathology found within a range of 
clinical populations rather than eating disorder specific pathology.  Thirdly, all these studies 
have relatively small sample sizes which reduces the generalisability of these findings.
The most recent hypothesis  put forward by Waller (submitted) is that restrictive and bulimic 
pathologies are both related to affect regulation.  The key difference between anorexic and 
bulimic pathologies is  the point at which the individual makes an attempt to reduce the 
experience of intolerable negative affect (Waller, submitted).  In restrictive pathology the 
individual is  hypothesised to use primary avoidance and subsequently may attempt to 
avoid the affect being triggered at all.  In primarily bulimic pathology it is  hypothesised that 
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the individual may use secondary avoidance strategies which attempt to reduce affect that 
has already been triggered (Waller, submitted).
This  understanding of eating disorders is at odds with the current ICD-10 diagnostic 
system.  Rather than categorising the disorder in terms of AN and BN, Waller proposes 
that the emphasis be on whether the disorder is primarily restrictive or bulimic.  This 
alternative way of categorising eating disorders appears  to be related to the key 
psychopathological characteristics  associated with binging and purging and the key 
characteristics  of restriction.  Waller’s schema based model of eating disorders has been 
tested empirically by Luck et al. (2005).  In total, 345 non clinical participants completed 
the Young-Rygh Avoidance Inventory (YRAI; Young, 1994) and the Young Compensatory 
Inventory, (YCI; Young, 1998).  The results of this study indicated that primary avoidance 
strategies were found in the anorexic disorders, while only secondary avoidance 
processes were found in the bulimic disorder.  
Overall, difficulties in regulating emotion appear may be a key factor in maintaining eating 
disorders for some people (Corstorphine, 2008).  Affect regulation difficulties are not a new 
concept in the field of eating disorders  and have previously been discussed by a number 
of authors (Linehan, 1993; Fairburn et al,. 2003; Corstorphine, 2006; Abraham & Beumont, 
1982; Lacey, 1982; McManus & Waller, 1995; Meyer, Waller, & Waters, 1998). Previous 
research has demonstrated that individuals with an eating disorder may report difficulties 
tolerating strong affect (Corstorphine et al., 2005; Wiser & Telch, 1999).  This difficulty may 
subsequently result in them attempting to avoid emotional activation or experiences 
(Serpell & Treasure, 2002; Serpell et al., 1999).  As eating behaviours can serve the 
function of managing strong emotions (Root & Fallon, 1988; van der Kolk & Fisler, 1994), it 
might by hypothesised that severity of eating disorders may be associated with the coping 
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modes discussed earlier (the Detached Protector, Detached Self-Soother and the 
Compliant Surrender).  
A recent review of the evidence base for ST (Masley et al., submitted) found only one 
study that has applied ST to individuals  who had an eating disorder (Simpson et al., 2010). 
In this study, the effectiveness of group ST was empirically tested in an outpatient eating 
disorder service.  Despite the small size of this  study, it benefited from having sound 
outcome measures administered at regular intervals and in controlled way. Reductions 
were found in eating disorder severity, anxiety and shame whilst quality of life increased. 
These benefits  resulted in large effect sizes at a six month follow up. The benefits of this 
pilot study demonstrate that further research is needed into the potential benefits of using 
ST in the treatment of eating disorders (Simpson et al., 2010).  
Although no published study has explored the relationship between eating disorders and 
schema modes, previous unpublished research by Jenkins (2009) looked at whether 
schema modes differed between a clinical and control population.  This research 
supported Waller’s  hypothesis  that the coping modes (Detached Protector, Detached Self-
Soother and the Compliant Surrender) were characteristic modes in an eating disorder 
population.  Additionally, Jenkins also found evidence to suggest that the Vulnerable Child 
mode was also associated with eating disorders (Jenkins, 2009).  Although this  research 
was able to demonstrate that particular schema modes were more prevalent in an eating 
disorder population, it failed to look at the relationship between eating disorder symptoms 
and schema modes.  This will be a primary aim of this study.
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Acceptance and Commitment Therapy (ACT)
 
The ACT approach is considered a third generation cognitive behavioural approach 
(Hayes, 2004).  ACT conceptualises language as having a key role in how individuals 
respond to their environment, both external and internal.  An individual whose behaviour is 
bound by rigid cognitive processes and beliefs may be considered to have reduced 
‘psychological flexibility’.  ACT proposes that psychological inflexibility can be a primary 
source of (and maintaining factor in) psychopathology (Hayes, 2004).   Briefly, 
psychological flexibility is  often used to describe the combination of two key components of 
ACT theory; cognitive fusion and experiential avoidance.  
Cognitive fusion has been described as the process by which thoughts about an event 
become fused with the actual event (Wicksell et al., 2008) and also as  the excessive 
attachment to the literal content of thought that makes  healthy psychological flexibility 
difficult or impossible (Hayes, 2004).  Therefore individuals with high cognitive fusion are 
more likely to fuse themselves and their identity with their language system and 
experience.  For example, an individual may say ‘I am depressed’.  This  statement looks 
like a description but in reality it demonstrates an individual has fused themselves with the 
verbal label. When an individual has used language in a way that appraises feelings  of 
depression, anxiety and pain as  wrong, experiential avoidance is more likely to occur. 
Experiential avoidance is anything the individual does to avoid being in contact with a 
distressing aspect of a private experience (e.g. anxiety).  Based on this  assumption, 
individuals may try to avoid some experiences altogether which starts to limit the activities 
an individual will engage in.  Cognitive fusion alone is unlikely to generate 
psychopathology but when it is associated with avoidance strategies it starts to become 
problematic.  
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It is anticipated that individuals  with high levels of cognitive fusion will have poor 
psychological flexibility and psychological inflexibility is  associated with the development 
and maintenance of psychopathology.  This  study will assess if eating disorder severity is 
associated with high levels of cognitive fusion.  Again, if theoretical links are found this 
provides rationale to continue on to conduct clinical trials assessing the treatment 
effectiveness of the model within eating disorder populations.
ACT and Eating Disorders
ACT states that peoples behaviours are changeable whilst internal experiences are less  so 
(Hayes, Strosahl & Wilson, 1999). Therefore rather than seeking to modify internal 
experiences, ACT promotes acceptance of cognitions and feelings  because attempting to 
control unwanted experiences is often ineffective if not counter-productive (Hayes, 2004). 
Conceptualisation of eating disorders from an ACT perspective would state that the eating 
disorder serves a function to the individual (Pearson et al., 2011).  This  function is 
commonly to either avoid difficult uncontrollable emotions (Pearson et al., 2010; Pearson 
et al., 2011) or serves an experiential avoidance function (Bryne et al., 2003; Heffner et al., 
2002).  As  has been previously stated, psychological flexibility and cognitive fusion are 
often associated with non-acceptance of emotion and experiential avoidance.  This link 
has been supported in the field of eating disorders by Lillis et al., (2009) who found that 
acceptance and greater psychological flexibility was associated with healthier eating habits 
and lower levels of weight related shame.  Conversely, non-acceptance of emotional 
experience has been associated with dietary restraint (Merwin et al., in press) and rigid 
inflexible beliefs with body dissatisfaction and disordered eating (Sandoz, 2010).  
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The role of emotions  in eating disorders is not a new concept and certainly not exclusive to 
ACT.  In many ways these findings fit well with those of Waller et al., (2002) previously 
discussed. However, despite some theoretical overlap, the treatment approaches of 
schema therapy and ACT differ substantially.
Heffner et al., (2002) developed a treatment protocol for using ACT with individuals who 
have an eating disorder.  As with most ACT approaches the first step is to elicit a sense of 
creative hopelessness (Hayes, 2004).  This  is  typically achieved by demonstrating that 
previous strategies designed to reduce feelings of body dissatisfaction have not been 
effective in that they still have concerns about weight despite using eating disorder 
strategies (Hayes, 2004). Therapists might move on to discuss the impact that trying to 
control distressing feelings has had on individuals.  This might include highlighting the 
reduced freedom and increased distress trying to maintain the eating disorder has caused. 
Eventually, the therapist seeks to demonstrate that current strategies may not be the most 
workable solutions and subsequently suggest an alternative approach which would likely 
involve a degree of acceptance of the distress and a willingness to make behavioural 
change despite it (Juarascio, Forman & Herbert, 2010).
ACT places a strong emphasis on an individual’s unique values and goals. A value is seen 
as an important and chosen life direction and hence will provide the context for specific 
treatment goals or targets.  Patients are taught that distress tolerance is not an end in and 
of itself, but rather a means to the end of engaging in valued behaviours (Juarascio, 
Forman & Herbert, 2010).  As ACT is a type of behaviour therapy, standard behavioural 
approaches to eating disorders (e.g., exposure, self-monitoring) can be integrated easily 
within the treatment (Juarascio, Forman & Herbert, 2010). 
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Previous research has suggested that two central components of ACT, acceptance and 
mindfulness, are associated with better treatment outcomes for individuals  who have an 
eating disorder (Juarascio, Forman & Herbert, 2010; Kristeller, Baer, & Quillian-Wolever, 
2006).  The study by Juarascio, Forman & Herbert, 2010 looked at whether ACT or 
traditional CBT would be more effective in treating eating disorders.  Overall, ACT (pre to 
post-treatment Cohen’s d = 1.89) was shown to be superior to CBT (d =0.48) at reducing 
problem eating behavior (Juarascio, Forman & Herbert, 2010).  Although ACT and CBT 
share many of the same non-specific therapeutic effects and some similar behavioral 
techniques, there are several ways in which they differ. This study reinforces  previous 
studies  that suggested that core strategies of ACT, i.e., increasing acceptance, 
mindfulness, willingness, and distress tolerance, may be useful ways to promote change in 
individuals with eating symptomotology (Baer, Fischer, & Huss, 2005; Kristeller, Baer, & 
Quillian-Wolever, 2006. 
Another study looked at the role of interoceptive awareness in eating disorders (Merwin et 
al., in press).  Interestingly this  study found evidence to suggest that negative reactions 
(such as non-acceptance) to emotional responses may contribute to dietary restraint 
(Merwin et al., in press).  ACT has also been shown to be helpful both with weight related 
self-stigma and with weight maintenance (Forman & Herbert, 2009; Lillis et al., 2009; 
Tapper et al., 2009) and has been applied in case studies to those with eating disorders 
(Heffner et al., 2002).  Psychological inflexibility has been associated with body image 
dissatisfaction and disordered eating (Sandoz, 2010) and most recently, ACT has also 
been shown to improve eating attitudes, reduce body anxiety and reduce preoccupation 
with weight and shape (Pearson et al., 2011).  
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At its core ACT attempts to promote acceptance of emotional responses and internal 
experiences thus potentially increasing the viability of this model in working with individuals 
with eating disorders.  Although ACT has various components, this  study is interested 
exclusively in whether cognitive fusion is  associated with eating pathology.  Cognitive 
fusion is a pivotal concept in ACT and if it is found to be related to eating disorders it would 





This research has one primary aim:
To look at the relationship between maladaptive schema modes and eating disorder 
severity.  
• It is  hypothesised that there will be a positive relationship between the mean 
maladaptive schema mode score and mean EDE-Q score.  Additionally, it is 
hypothesised that the coping modes (Detached Protector, Compliant Surrenderer 
and Detached Self-Soother) as well as the Vulnerable Child mode will be 
characteristic modes of the eating disorder population.
This project has two secondary aims:
1. To determine the extent that cognitive fusion is associated with eating disorder 
 severity.  
• It is hypothesised that there will be a significant positive relationship between 
the process of cognitive fusion and eating disorder severity.  
2. To determine whether the severity of maladaptive schema modes  predicts eating 
 disorder severity independent of cognitive fusion or whether the process of 
 cognitive fusion mediates this relationship?






Participants were recruited from two health boards within Scotland; NHS Highlands 
and Grampian. Within NHS Grampian there was an inpatient and outpatient service. 
Potential participants needed to have met the following inclusion criteria:
• Participants had a diagnosis of Anorexia Nervosa, Atypical Anorexia Nervosa, 
Bulimia Nervosa or Atypical Bulimia Nervosa according to ICD!10 diagnostic 
criteria.  This was assessed by a trained clinician working within the various 
specialist eating disorder services.  
• Participants were between the ages of 18 and 65 years.
• Participants already engaged in treatment had not had more than five ACT or 
schema therapy sessions. 




All participants were asked to complete the following three questionnaires; 
• The Schema Mode Inventory, (SMI-1.1), (Young et al., 2007)
The SMI-1.1 measures the presence of 14 schema modes (Appendix A).  These 
modes include Vulnerable Child, Angry Child, Enraged Child, Impulsive Child, 
Undisciplined Child, Happy Child, Compliant Surrenderer, Detached Protector, 
Detached Self-Soother, Self-Aggrandizer, Bully and Attack, Punitive Parent, 
Demanding Parent and Healthy Adult (Young et al., 2007). Schema modes can be 
clustered into four categories: dysfunctional child modes; coping modes; parent 
modes and two healthy / adaptive modes (Healthy Adult and Happy Child). The 
SMI-1.1 is a self- report measure containing 124 items designed to detected the 
presence and severity of these modes.  
When scoring the SMI-1.1, each item contributes to one of the modes.  Some modes 
have more items or questions  than others. To get an overall score for each mode, all 
the items that contribute to the mode are added together and divided by the number 
of items.  This provides a mean score for each mode.  Generally speaking, higher 
scores reflect more maladaptive or significant modes except on the two adaptive 
modes (Healthy Adult and Happy Child) where higher scores are viewed as  more 
adaptive.   
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The norms for the SMI-1.1 are based on a study conducted by Lobbestael et al. 
(2010).  In this study 863 individuals made up of non patients and axis I and axis II 
patients  completed the SMI allowing the psychometric properties of the 
questionnaire to be evaluated.  Overall, this study found that the SMI had an 
excellent fit with the 14 factor mode (CFI = .98).  Additionally, this  study 
demonstrated the SMI had good internal consistencies on the sub-scales or modes 
(Cronbach’s alpha ranged from .76 to .96, mean = .86) (Lobbestael et al., 2010). 
Furthermore, inter-correlations between the sub-scales were considered moderate to 
high, construct validity was reported as reasonable and the test–retest reliability was 
described as excellent (mean ICC = .84) (Lobbestael et al., 2010). Finally, the 
authors found good discriminate validity and moderate convergent validity 
(Lobbestael et al., 2010).  Overall, the psychometric results indicate that the SMI is a 
valuable measure that can be of use for schema mode assessment.
• Eating Disorders Examination Questionnaire (EDE-Q), (Fairburn & Beglin, 1994)
The EDE-Q (Appendix B) is a self-report questionnaire used to assess the attitudes 
and behavioural features of individuals diagnosed with an eating disorder (Fairburn & 
Beglin, 1994). The EDE-Q is  derived from the Eating Disorders Examination (EDE)
(Fairburn & Cooper, 1993).  The EDE has  been extensively researched and it is 
considered the ‘gold standard’ for the assessment of eating disordered pathology 
(Garner, 1995). Despite the EDE being effective in the assessment of eating 
disordered pathology, it requires specialist training to administer (Fairburn & Beglin, 
1994).  For these reasons the EDE-Q was developed to provide an efficient, cost 
effective alternative (Fairburn & Beglin, 1994).  
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The EDE-Q provides a comprehensive assessment of specific psychopathology of 
eating disordered behaviour in a 36 item self report format.  Various studies have 
tested the factor structure and the internal consistency of the EDE-Q. In 2007, the 
EDE-Q was administered to 203 women with bulimic symptoms recruited from five 
communities (Peterson et al., 2007).  This study demonstrated the questionnaire had 
good internal consistency overall (Cronbach’s ! = .90), and also on the various 
subscales (Cronbach’s ! ranged from .70 to .82).  An earlier review   completed by 
Mond et al, (2006) on the validity of the EDE-Q noted that a number of studies have 
found a high level of agreement between the original EDE and the EDE-Q (Mond et 
al., 2004; Carter, et al., 2001; Wilfley et al., 1997; Grilo et al., 2001).  
Other studies have shown the EDE-Q to have acceptable internal consistency 
(Cronbach’s ! ranged from .78 to .93), test-retest reliability (correlations   ranged from 
r=0.81. to r=0.94) and temporal stability (Luce & Crowther, 1999).  Normative data on 
the EDE-Q sub-scales have also been provided for a binge eating sample (Wilfley et 
al., 1997) a control sample (Carter et al., 2001) and an anorexia nervosa sample 
(Passi et al., 2003).  
• Cognitive Fusion Questionnaire - CFQ-13, (Gillanders et al., 2010)
The CFQ-13 is a brief, reliable self-report measure of cognitive fusion (Appendix C). 
The questionnaire has 13 items which individuals  are asked to rate on a 7 point likert 
scale.  Rather than focusing solely on the believability of thoughts the CFQ also has 
items about literality, engagement with thoughts, perspective taking on thoughts, 
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entanglement, struggle, and taking action in contrast to thinking (Gillanders  et al., 
2010).    The CFQ-13 has shown very good reliability across 4 separate samples of 
community dwelling adults (total N = 1072, Cronbach’s  ! = .86). Additionally, it has 
demonstrated good test-retest reliability over a one month period (r=.82, p<.001, 
N=74) and has a theoretically coherent factor structure (Gillanders et al., 2010). 
Finally, preliminary data on the CFQ-13 in clinical samples (total N= 169) shows that 
it has good reliability (Cronbach’s  ! .87), can distinguish between people with 
psychological disorders and healthy participants  and correlates as expected with 
other relevant measures including distress, personality functioning, depression, 
mindfulness, experiential avoidance and frequency of negative automatic thoughts 
(Gillanders et al., 2010).
Procedure
Individuals  were identified through their attendance at one of the aforementioned 
eating disorder services between April and July 2011.   Inclusion criteria was 
established by a trained clinician working within the specialist services.   No 
participant was included without having first being fully assessed by a trained 
clinician. When inclusion criteria were established potential participants were 
approached in different ways.  This was due to potential participants having different 
forms of contact with the services.  Some had just been seen for initial assessment, 
others had been assessed and were on a waiting list for further input and others 
were in contact with a clinician.  
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All individuals who met the inclusion criteria were sent information sheets  with a 
cover letter at least 24 hours before being asked if they would like to participate (see 
Appendix D and E).  Participants not in contact with a clinician were sent a slightly 
different letter (Appendix F) and the information sheet by their primary clinician 
informing them of the research.  These individuals were asked to contact the 
researcher or clinician directly if interested in discussing the research further. 
Participants who were in contact with the service were given details  directly by their 
primary clinician and then given the opportunity to talk with the researcher if 
interested in participating. Individuals who had attended a triage appointment were 
verbally invited to take part and given the information sheet to take away with them.  
Only after expressing an interest, either by directly contacting the researcher or 
indicating to another clinician they were interested, were participants given the 
questionnaires or approached by the researcher. Communication was either via 
telephone, email or an arranged meeting within the eating disorder department they 
were attending.  All participants  were given time to read the information sheet and 
were encouraged to ask the researcher (or their clinician) questions.  Following this, 
individuals who chose to participate were asked to sign a consent form (Appendix 
G).  They were then asked if they would like to complete the questionnaires within 
the department (with the researcher available if needed) or to take the 
questionnaires away and complete at home.  Participants  who chose to take the 
questionnaires home were given details of a specialist 24 hour eating disorder 
helpline and also contact numbers for their eating disorder department.  This was in 
case they found the questions emotionally challenging.
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Questionnaire completion took approximately 45 minutes on a single occasion.  Due 
to eating disorder symptoms possibly fluctuating over time, all questionnaires 
needed to be completed together.  This meant that participants may have previously 
completed the same questionnaire(s).  This  potential repetition was considered 
necessary to ensure the most accurate account of the individual’s current difficulties. 
Finally, all participants  were given the opportunity to request a copy of the final 
report.  To obtain this they provided the researcher with details of where they would 
like the report to be sent. 
After the three-month data collection period ended, questionnaires were scored and 
data entered into SPSS for analysis.  Correlation analyses were used to explore the 
relationships between eating disorder symptoms, schema modes and cognitive 
fusion.  The results were submitted as part of the researcher’s doctorate in clinical 
psychology.
Scoring the Questionnaires and Dealing with Missing Data
The questionnaires were largely completed with care and seldom were questions left 
unanswered.  On the rare occasion that an item was not completed the following 
measures were taken.  Due to the nature of the EDE-Q, it was not considered 
appropriate to insert an average score.  Very few of the items (12 in total (1%)) were 
left blank.  However, when this was the case, no attempt was made to insert a 
response due to the potential variability within each subscale.  Due to averages not 
being inserted, the level of eating disorder severity was likely to be slightly 
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conservative.  This was considered preferable to overestimating an individual’s 
difficulties.
On the CFQ-13 and the SMI-1.1 averages were inserted.  This  was due to the items 
on these questionnaires being highly interrelated. On the CFQ-13 the items are all 
associated with cognitive fusion.  On the SMI-1.1 each mode is measuring a specific 
construct so averages were inserted within each mode.  For example, if a participant 
had only completed 9 out of 10 items for one schema mode, the average score for 
the other items within the mode was inserted.  
In general, the majority of the questionnaires had very few incomplete items.  In total 
39 of the items on the schema mode questionnaires (1%) were based on averages 
and 4 of the items on the cognitive fusion questionnaire (2%).  However, one 
participant was discovered to have a learning disability after attempting to complete 
the questionnaires.  This participant was unable to complete the majority of all the 
questionnaires therefore this data was excluded from the analyses.  Another 
participant failed to complete the consent form so this data also had to be removed 
from the study.  No other participant was excluded from analyses.
Confidentiality
All questionnaire packs had a research number that corresponded with the 
participants consent form.  No names or identifiable information were requested on 
the questionnaires.  This ensured that the questionnaires were completely 
anonymous without the consent form.  It was considered important to have a 
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research number to link the questionnaires to the the consent forms so that should 
participants wish to withdraw the researcher could identify their data.  The 
researcher was the only person who had access to the participants’ personal details. 
These details (along with the anonymous questionnaires) were kept secure within a 
locked cabinet in NHS Grampian Outpatient Eating Disorder Service.
The participants were aware that their results would not be shared with other 
clinicians and that their general practitioner would not be informed of their 
participation in the study.  However, all participants were asked to consent for 
relevant sections of their medical notes and data from the study to be looked at by 
NHS Research and Development if the study was audited.  
Ethics 
Potential risks
All questionnaires  have been previously used with clinical groups with no difficulties 
reported.  However, it was considered possible that the questionnaires may identify 
areas of current difficulty or feeling which participants  may not have considered.  To 
ensure individuals had access to adequate support should this situaion arrise all 
participants were recruited from specialist eating disorder services.  Whilst known to 
the service individuals  had access to various  avenues of support, for example they 
could speak with their key worker or lead clinician or other members of the eating 
disorder team.  All services  understood the research and agreed to provide support 
to individuals if needed.  Additionally, all individuals were given the opportunity to 
complete the questionnaires in the department/unit with access to the researcher.  If 
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participants chose to take the questionnaires away they were provided with contact 
details  of the department should they become upset and also details  of B-EAT’s 24h 
hour helpline.  B-EAT is  a national eating disorder charity specialised in supporting 
individuals with an eating disorder at any time of day or night.  
Another concern was participants feeling pressured to take part in the research for 
fear that their treatment would be effected.  To prevent this no participant was 
approached directly by the researcher but initially was able to take time to read the 
information sheet.  This clearly explained that they were under no obligation to take 
part and stated that their treatment would not be affected in any way by their 
decision.  If participants wanted to take part they had to contact the researcher 
directly or request a pack from another clinician in the service.  Finally, the time 
burden to participants was reduced by only including the minimum number of 
questionnaires.  No risks to the researcher or clinicians were identified.
Ethical review
The study was initially reviewed by the Clinical Psychology Ethics Committee at the 
University of Edinburgh in December 2010.  No concerns were raised and the 
research was passed without amendments.  It was then submitted to the North of 
Scotland Research Ethics  Committee on the 27th January 2011.  At this meeting it 
was recommended that the information sheet be simplified and a standard consent 
form be used.  This included a statement requesting participants to authorise the 
NHS Research and Development be able to access relevant sections of their 
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medical notes.  These changes  were made and the study was approved on the 23rd 
February 2011 (Appendix H).  
Finally, the research was also reviewed by NHS Multisite Research and 
Development team (NHS Permissions CC).  This study was approved to be 
conducted at three NHS sites  across Scotland (NHS Highlands, Tayside and 
Grampian) on the 9th March 2011 (Appendix I).   
Power calculation
To ensure that the study had adequate power to detect relationships  a power 
calculation was  completed.  Previously there was no published research looking at 
the association between the EDE-Q and either the SMI-1.1 or the CFQ-13. 
However, literature looking at the relationship between the SMI-1.1 and 
psychopathology (either axis 1 or 2) found a large effect size (mean Cronbach’s "=.
86) Lobbestael et al, (2010).  Additionally, unpublished research suggests  that the 
CFQ-13 correlates strongly with other measures of psychopathology (such as 
anxiety and depression).  This indicates that both questionnaires will show large 
effect sizes (Gillanders et al., 2010).  Based on this, to have enough power to detect 
a relationship at " =.05 and # =.8 a minimum of 28 participants will be needed 
(Cohen, 1992).    
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Control Group
All questionnaire measures had been designed and validated to differentiate 
between patients and non patient controls.  The main aim of this study was to 
determine if eating disorder severity was associated with particular schema modes 
and / or cognitive fusion.  For this  reason a non-patient control group was not 
recruited as it was not seen to enhance understanding of eating disorder pathology. 
Rather a variety of patients from different settings and at different stages of 
treatment were recruited.  This enabled the concept of schema modes and the 
process of cognitive fusion to be analysed in a wide variety of individuals, some with 
relatively mild eating disorders symptoms and others very severe.  
Design/Statistics
Within subjects  Pearson’s correlations were used.  The independent variable was 
eating disorder severity (taken from the EDE-Q) and the dependent variables were 
participants scores on the CFQ-13 and SMI-1.1.  Simple mediation analysis and 
bootstrapping were used to determine if the severity of maladaptive schema modes 
predicted eating disorder severity independent of cognitive fusion or whether the 
process of cognitive fusion mediated this relationship to some extent.  
Data was then screened to ensure the basic assumptions of regression analysis 
were met.  This included checks of multicollinearity, the use of Durbin-Watson to 
check whether the residuals in the model were independent and inspection of 
histograms to ensure normal distribution.  As no assumptions were violated Stepwise 
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In total 121 questionnaire packs were given out and 50 invitation letters  were posted 
by clinicians to potential participants.  A further proportion of individuals were verbally 
asked if they would like to participate and declined. In total the response rate was 33 
(19%).  Two participants  were excluded from analysis.  One was found to have a 
learning disability and was unable to complete the majority of the questionnaires. 
The other did not fully complete the consent form.  The distribution of eating disorder 
diagnoses can be seen in figure 1.
Figure 1. Pie chart to show distribution of eating disorder diagnoses (n=31).
The proportion of participants from outpatient services was 23 (71%) and from 











In order to determine if the data were normally distributed histograms were 
generated to observe the shape of the data (see figures 2, 3 and 4) and kolmogorov-
smirnov tests of normality were applied.                  
Figure 2. Histogram to show distribution of mean scores on the EDE-Q (n=31).
Figure 3. Histogram to show distribution of mean scores on the CFQ-13 (n=31).
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Figure 4. Histogram to show distribution of raw maladaptive schema scores on the 
SMI-1.1 (n=31).
The distributions of the EDE-Q (D(31)= 0.13, p=.20), CFQ-13 (D(31)= 0.15, p=.09) 
and SMI-1.1 (D(31)= 0.12, p=.20) were not significantly different from normal.  This 
shows the data does not violate the assumptions of normality therefore parametric 
tests were used. 
Descriptive statistics
The mean questionnaire scores  can be seen in table 1.  The mean maladaptive 
schema mode scores are displayed alongside the norms found in Lobbestael et al’s 
(2008) (table 2). The mean cognitive fusion score is displayed alongside the norms 
developed by Gillanders et al, (2010) (table 3).  
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Table 1.  Maximums, minimums, means and standard deviations  on the SMI-1.1, 
CFQ-13 and the EDE-Q (plus  weight concern, shape concern, eating concern and 
restraint subscales).  (n=31)




EDE-Q Mean score 5.75 0.54 3.95 1.34
EDE-Q Weight concern 6.00 0.60 4.17 1.46
EDE-Q Shape concern 6.00 1.36 4.67 1.45
EDE-Q Eating concern 6.00 0.00 3.53 1.48
EDE-Q Restraint 6.00 0.00 3.40 1.73
Maladaptive SMI-1.1 3.79 1.30 2.91 0.57
CFQ-13 81 20 61 12.26
Table 2. Mean schema mode scores as compared to norms found in Lobbestael et 
al’s., 2008 study.
Lobbestael et al’s 2008 study Current study
SMI subscales Non-patient 
controls
     m              sd
Axis I patients
    m               sd
Axis II patients
     m              sd
Eating disorder 
patients 











































































































































Mean (SD) 40.2 (11.04) 47.3 (12.3) 59.7 (12.1) 61 (12.3)
Together these tables show that the eating disorder participants in this  study had 
relatively high levels of eating pathology, maladaptive schema modes and cognitive 
fusion.  
Aim 1.  Is there a relationship between schema modes and eating disorder 
severity?
As can be seen in figure 5, there appears to be a positive linear relationship between 
schema modes and eating disorder severity.  In order to further explore this 
Pearson’s r correlation analysis were conducted between each participant’s  mean 
maladaptive schema mode score on the SMI-1.1 (the two adaptive modes, the 
Happy Child and Healthy Adult, were removed prior to this analysis) and the mean 
global eating disorder severity score on the EDE-Q.  
This  demonstrated a positive correlation between these two measures (r=.751, p<.
001) which accounted for 56% of the variance.  These results suggest the more 
severe the eating disorder symptoms the more severe participants’ maladaptive 
schema modes were and vice-versa.
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Figure 5. Graph and regression line to show the relationship between participants’ 
scores on the EDE-Q and the SMI-1.1 (n=31).
In order to determine if particular schema modes were more associated with eating 
disorder severity, additional correlation analyses were conducted.  These revealed 
significant correlations between eating disorder severity (EDE-Q global score) and 
the Vulnerable Child mode (r=.607, p<.001); Angry Child mode (r=.503, p=.004); 
Undisciplined Child mode (r=.609, p<.001); Compliant Surrenderer mode (r=.530, 
p=.002); Detached Self-soother mode (r=.713, p<.001); Self Aggrandiser mode (r=.
460, p=.009); Punitive Parent mode (r=.524, p=.002) and the Demanding Parent (r=.
610, p<.001).  
In contrast the following modes were not significantly associated with eating disorder 
severity; the Enraged Child (r=.322, p=.078), Impulsive Child (r=.246, p=.182), 
Happy Child (r=-.176, p=.345), Detached Protector (r=.246, p=.183), Bully and Attack 
(r=.043, p=.820) and the Healthy Adult mode (r=-.198, p=.284).  
These results demonstrate some specificity in the relationship between eating 
disorder severity and schema modes.  Finally, although the Detached Protector 
mode was not correlated with eating disorder severity, it was still similar to the mean 
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axis II norms found in Lobbestael et al’s, (2008) study.  This  suggests  that it was 
relatively severe in this sample but that it did not increase in relation to eating 
disorder severity. 
In order to determine which of the schema modes were most predictive of eating 
disorder severity stepwise regression was  conducted.  Overall this  model 
demonstrated that the Detached Self-Soother (t(30)= 4.27, standardised b=.55, p<.
001) and the Vulnerable Child (t(30)= 2.83, standardised b= .37, p=.009) modes 
were the most predictive of eating disorder severity.  This relationship is positive 
suggesting that the more severe the Detached Self-Soother and Vulnerable Child the 
more severe the eating disorder.  
Is there a relationship between specific subscales on the EDE-Q and schema 
modes?
The EDE-Q has four subscales; weight concern, restraint, eating concern and shape 
concern.  In order to explore whether specific schema modes were associated with 
any of these subscales, additional two tailed Pearson’s correlations were conducted. 
Due to the number of correlations being performed a more stringent p value was 
used (p<.01) to reduce the chance of making a type 1 error.  The results can be seen 
in table 4.
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Vulnerable Child .618** .705** .440* .441*
Angry Child .598** .533* 0.358 0.421
Enraged Child 0.370 0.201 0.285 0.362
Impulsive Child 0.326 0.262 0.182 0.219
Undisciplined Child .583** .697** .518* .529*
Happy Child -0.155 -0.258 -0.053 -0.093
Compliant Surrenderer .456* .578** 0.345 .544*
Detached Protector 0.215 0.343 0.226 0.085
Detached Self-Soother .699** .571** .633** .661**
Self-Aggrandiser 0.349 0.308 .464* .573**
Bully and Attack -0.015 0.066 0.058 0.117
Punitive Parent .539* .705** 0.364 0.383
Demanding Parent .539* .538* .550** .621**
Healthy Adult -0.247 -0.360 -0.086 -0.066
*p<.01, **p<.001
Aim 2. Is there a relationship between cognitive fusion and eating disorder 
severity?
As can be seen in figure 6, there appears to be a positive linear relationship between 
cognitive fusion and eating disorder severity.  In order to further explore this, 
Pearson’s r correlation analyses were conducted between each participant’s mean 
global score on the EDE-Q and the CFQ-13.  This demonstrated a positive 
correlation between these two measures (r=.706, p<.001), which accounted for 50% 
of the variance.  These results suggest that the more severe the eating disorder 
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symptoms the higher participants’ scores were on the CFQ-13.  These results 
demonstrate that as fusion and entanglement with thinking increases, so does eating 
pathology and vice versa.
Figure 6. Graph and regression line to show the relationship between participants’ 
scores on the EDE-Q and the CFQ-13 (n=31).
Exploratory analyses
Is there a relationship between participants’ scores on the SMI-1.1 and the 
CFQ-13?
As can be seen in figure 7, there appears to be a positive linear relationship between 
the CFQ-13 and the SMI-1.1.  In order to further explore this Pearson’s r correlation 
analyses were conducted between each participant’s raw maladaptive schema mode 
score on the SMI-1.1 and the CFQ-13.  This demonstrated a positive correlation 
between these two measures (r=.747, p<.001), which accounted for 56% of the 
variance.  These results  demonstrate that as fusion and entanglement with thinking 
increases, so does the severity of participants’ maladaptive schema modes and vice 
versa.
82
Figure 7. Graph and regression line to show the relationship between participants’ 
scores on the SMI-1.1 and the CFQ-13 (n=31).
In order to determine if particular schema modes were more highly correlated with 
participants’ scores on the CFQ-13 additional correlation analyses were conducted. 
These revealed significant correlations between cognitive fusion and the Vulnerable 
Child mode (r=.500, p=.004); Angry Child mode (r=.523, p=.003); Enraged Child 
mode (r=.480, p=.006); Impulsive Child mode (r=.399, p=.026); Undisciplined Child 
mode (r=.659, p<.001); Compliant Surrenderer mode (r=.392, p=.029); Detached 
Self-soother mode (r=.681, p<.001); Self Aggrandiser mode (r=.360, p=.047); 
Punitive Parent mode (r=.557, p=.001) and the Demanding Parent (r=.593, p<.001).
In contrast, the following modes were not correlated with cognitive fusion; the Happy 
Child (r=-.104, p=.579), Detached Protector (r=.184, p=.323), Bully and Attack (r=.
157, p=.398) and the Healthy Adult mode (r=-.145, p=.436).  Again these results 
demonstrate some specificity in the relationship between schema mode severity and 
cognitive fusion.
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Can we make any predictions based on these results? 
To date the above results demonstrate that both cognitive fusion and maladaptive 
schema modes are associated with eating disorder severity.  However, simple 
correlation analysis  cannot determine causality.  Neither can it determine whether 
one of the independent variables mediates  (or accounts  for some of the relationship) 
between the other and eating disorder severity.  Deeper understanding is gained by 
attempting to understand the processes that underlie these relationships.  
In order to look in greater detail at these potential processes, regression analysis 
was used.  As the two predictor variables (maladaptive schema modes  and cognitive 
fusion) appeared to share a large amount of variance (Figure 7) a form of regression 
called mediation analysis was chosen.  This allowed for exploration of whether one 
variable (cognitive fusion) mediated the relationship between the other variable 
(maladaptive schema modes) and eating disorder severity.
Various guidance is  given on the number of participants needed to undertake 
regression analysis.  Old ‘rules of thumb’ recommended 10 or 15 participants  per 
predictor variable (Field, 2009).  Based on these old rules of thumb the current study 
needed between 20-30 participants to conduct this analysis.  Recently these rules of 
thumb have been widely criticised for being over-simplistic.  In order to determine the 
sample size it is now believed to be important to consider the size of the expected 
effect (is it small, medium or large) and the power needed to detect this effect. 
Therefore, in order to have enough power to conduct a regression analysis with two 
predictor variables, an expected large effect size, with power=.80 and an alpha of .
05, the current study would require a minimum of 30 participants  (Green, 1991, table 
1, p.505).  
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In order to determine whether schema modes predicted eating disorder severity 
independent of cognitive fusion or whether the process of cognitive fusion mediated 
this  relationship, Bootstrapping was used. Results of the indirect effect, based on a 
bootstrapped sample of n = 5,000, revealed that zero was contained within the lower 
and upper limits  (BC lower = -49.47, BC upper = 0.88), thus indicating that cognitive 
fusion did not mediate the relationship between schema modes and eating disorder 






In total 121 questionnaire packs were given out and 50 invitation letters  were posted 
by clinicians to potential participants.  A further proportion of individuals were verbally 
asked if they would like to participate and declined. In total the response rate was 33 
(19%).  Two participants  were excluded from analysis.  One was found to have a 
learning disability and was unable to complete the majority of the questionnaires. 
The other did not fully complete the consent form.  The distribution of eating disorder 
diagnoses can be seen in figure 1.
Figure 1. Pie chart to show distribution of eating disorder diagnoses (n=31).
The proportion of participants from outpatient services was 23 (71%) and from 











In order to determine if the data were normally distributed histograms were 
generated to observe the shape of the data (see figures 2, 3 and 4) and kolmogorov-
smirnov tests of normality were applied.                  
Figure 2. Histogram to show distribution of mean scores on the EDE-Q (n=31).
Figure 3. Histogram to show distribution of mean scores on the CFQ-13 (n=31).
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Figure 4. Histogram to show distribution of raw maladaptive schema scores on the 
SMI-1.1 (n=31).
The distributions of the EDE-Q (D(31)= 0.13, p=.20), CFQ-13 (D(31)= 0.15, p=.09) 
and SMI-1.1 (D(31)= 0.12, p=.20) were not significantly different from normal.  This 
shows the data does not violate the assumptions of normality therefore parametric 
tests were used. 
Descriptive statistics
The mean questionnaire scores  can be seen in table 1.  The mean maladaptive 
schema mode scores are displayed alongside the norms found in Lobbestael et al’s 
(2008) (table 2). The mean cognitive fusion score is displayed alongside the norms 
developed by Gillanders et al, (2010) (table 3).  
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Table 1.  Maximums, minimums, means and standard deviations  on the SMI-1.1, 
CFQ-13 and the EDE-Q (plus  weight concern, shape concern, eating concern and 
restraint subscales).  (n=31)




EDE-Q Mean score 5.75 0.54 3.95 1.34
EDE-Q Weight concern 6.00 0.60 4.17 1.46
EDE-Q Shape concern 6.00 1.36 4.67 1.45
EDE-Q Eating concern 6.00 0.00 3.53 1.48
EDE-Q Restraint 6.00 0.00 3.40 1.73
Maladaptive SMI-1.1 3.79 1.30 2.91 0.57
CFQ-13 81 20 61 12.26
Table 2. Mean schema mode scores as compared to norms found in Lobbestael et 
al’s., 2008 study.
Lobbestael et al’s 2008 study Current study
SMI subscales Non-patient 
controls
     m              sd
Axis I patients
    m               sd
Axis II patients
     m              sd
Eating disorder 
patients 











































































































































Mean (SD) 40.2 (11.04) 47.3 (12.3) 59.7 (12.1) 61 (12.3)
Together these tables show that the eating disorder participants in this  study had 
relatively high levels of eating pathology, maladaptive schema modes and cognitive 
fusion.  
Aim 1.  Is there a relationship between schema modes and eating disorder 
severity?
As can be seen in figure 5, there appears to be a positive linear relationship between 
schema modes and eating disorder severity.  In order to further explore this 
Pearson’s r correlation analysis were conducted between each participant’s  mean 
maladaptive schema mode score on the SMI-1.1 (the two adaptive modes, the 
Happy Child and Healthy Adult, were removed prior to this analysis) and the mean 
global eating disorder severity score on the EDE-Q.  
This  demonstrated a positive correlation between these two measures (r=.751, p<.
001) which accounted for 56% of the variance.  These results suggest the more 
severe the eating disorder symptoms the more severe participants’ maladaptive 
schema modes were and vice-versa.
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Figure 5. Graph and regression line to show the relationship between participants’ 
scores on the EDE-Q and the SMI-1.1 (n=31).
In order to determine if particular schema modes were more associated with eating 
disorder severity, additional correlation analyses were conducted.  These revealed 
significant correlations between eating disorder severity (EDE-Q global score) and 
the Vulnerable Child mode (r=.607, p<.001); Angry Child mode (r=.503, p=.004); 
Undisciplined Child mode (r=.609, p<.001); Compliant Surrenderer mode (r=.530, 
p=.002); Detached Self-soother mode (r=.713, p<.001); Self Aggrandiser mode (r=.
460, p=.009); Punitive Parent mode (r=.524, p=.002) and the Demanding Parent (r=.
610, p<.001).  
In contrast the following modes were not significantly associated with eating disorder 
severity; the Enraged Child (r=.322, p=.078), Impulsive Child (r=.246, p=.182), 
Happy Child (r=-.176, p=.345), Detached Protector (r=.246, p=.183), Bully and Attack 
(r=.043, p=.820) and the Healthy Adult mode (r=-.198, p=.284).  
These results demonstrate some specificity in the relationship between eating 
disorder severity and schema modes.  Finally, although the Detached Protector 
mode was not correlated with eating disorder severity, it was still similar to the mean 
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axis II norms found in Lobbestael et al’s, (2008) study.  This  suggests  that it was 
relatively severe in this sample but that it did not increase in relation to eating 
disorder severity. 
In order to determine which of the schema modes were most predictive of eating 
disorder severity stepwise regression was  conducted.  Overall this  model 
demonstrated that the Detached Self-Soother (t(30)= 4.27, standardised b=.55, p<.
001) and the Vulnerable Child (t(30)= 2.83, standardised b= .37, p=.009) modes 
were the most predictive of eating disorder severity.  This relationship is positive 
suggesting that the more severe the Detached Self-Soother and Vulnerable Child the 
more severe the eating disorder.  
Is there a relationship between specific subscales on the EDE-Q and schema 
modes?
The EDE-Q has four subscales; weight concern, restraint, eating concern and shape 
concern.  In order to explore whether specific schema modes were associated with 
any of these subscales, additional two tailed Pearson’s correlations were conducted. 
Due to the number of correlations being performed a more stringent p value was 
used (p<.01) to reduce the chance of making a type 1 error.  The results can be seen 
in table 4.
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Vulnerable Child .618** .705** .440* .441*
Angry Child .598** .533* 0.358 0.421
Enraged Child 0.370 0.201 0.285 0.362
Impulsive Child 0.326 0.262 0.182 0.219
Undisciplined Child .583** .697** .518* .529*
Happy Child -0.155 -0.258 -0.053 -0.093
Compliant Surrenderer .456* .578** 0.345 .544*
Detached Protector 0.215 0.343 0.226 0.085
Detached Self-Soother .699** .571** .633** .661**
Self-Aggrandiser 0.349 0.308 .464* .573**
Bully and Attack -0.015 0.066 0.058 0.117
Punitive Parent .539* .705** 0.364 0.383
Demanding Parent .539* .538* .550** .621**
Healthy Adult -0.247 -0.360 -0.086 -0.066
*p<.01, **p<.001
Aim 2. Is there a relationship between cognitive fusion and eating disorder 
severity?
As can be seen in figure 6, there appears to be a positive linear relationship between 
cognitive fusion and eating disorder severity.  In order to further explore this, 
Pearson’s r correlation analyses were conducted between each participant’s mean 
global score on the EDE-Q and the CFQ-13.  This demonstrated a positive 
correlation between these two measures (r=.706, p<.001), which accounted for 50% 
of the variance.  These results suggest that the more severe the eating disorder 
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symptoms the higher participants’ scores were on the CFQ-13.  These results 
demonstrate that as fusion and entanglement with thinking increases, so does eating 
pathology and vice versa.
Figure 6. Graph and regression line to show the relationship between participants’ 
scores on the EDE-Q and the CFQ-13 (n=31).
Exploratory analyses
Is there a relationship between participants’ scores on the SMI-1.1 and the 
CFQ-13?
As can be seen in figure 7, there appears to be a positive linear relationship between 
the CFQ-13 and the SMI-1.1.  In order to further explore this Pearson’s r correlation 
analyses were conducted between each participant’s raw maladaptive schema mode 
score on the SMI-1.1 and the CFQ-13.  This demonstrated a positive correlation 
between these two measures (r=.747, p<.001), which accounted for 56% of the 
variance.  These results  demonstrate that as fusion and entanglement with thinking 
increases, so does the severity of participants’ maladaptive schema modes and vice 
versa.
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Figure 7. Graph and regression line to show the relationship between participants’ 
scores on the SMI-1.1 and the CFQ-13 (n=31).
In order to determine if particular schema modes were more highly correlated with 
participants’ scores on the CFQ-13 additional correlation analyses were conducted. 
These revealed significant correlations between cognitive fusion and the Vulnerable 
Child mode (r=.500, p=.004); Angry Child mode (r=.523, p=.003); Enraged Child 
mode (r=.480, p=.006); Impulsive Child mode (r=.399, p=.026); Undisciplined Child 
mode (r=.659, p<.001); Compliant Surrenderer mode (r=.392, p=.029); Detached 
Self-soother mode (r=.681, p<.001); Self Aggrandiser mode (r=.360, p=.047); 
Punitive Parent mode (r=.557, p=.001) and the Demanding Parent (r=.593, p<.001).
In contrast, the following modes were not correlated with cognitive fusion; the Happy 
Child (r=-.104, p=.579), Detached Protector (r=.184, p=.323), Bully and Attack (r=.
157, p=.398) and the Healthy Adult mode (r=-.145, p=.436).  Again these results 
demonstrate some specificity in the relationship between schema mode severity and 
cognitive fusion.
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Can we make any predictions based on these results? 
To date the above results demonstrate that both cognitive fusion and maladaptive 
schema modes are associated with eating disorder severity.  However, simple 
correlation analysis  cannot determine causality.  Neither can it determine whether 
one of the independent variables mediates  (or accounts  for some of the relationship) 
between the other and eating disorder severity.  Deeper understanding is gained by 
attempting to understand the processes that underlie these relationships.  
In order to look in greater detail at these potential processes, regression analysis 
was used.  As the two predictor variables (maladaptive schema modes  and cognitive 
fusion) appeared to share a large amount of variance (Figure 7) a form of regression 
called mediation analysis was chosen.  This allowed for exploration of whether one 
variable (cognitive fusion) mediated the relationship between the other variable 
(maladaptive schema modes) and eating disorder severity.
Various guidance is  given on the number of participants needed to undertake 
regression analysis.  Old ‘rules of thumb’ recommended 10 or 15 participants  per 
predictor variable (Field, 2009).  Based on these old rules of thumb the current study 
needed between 20-30 participants to conduct this analysis.  Recently these rules of 
thumb have been widely criticised for being over-simplistic.  In order to determine the 
sample size it is now believed to be important to consider the size of the expected 
effect (is it small, medium or large) and the power needed to detect this effect. 
Therefore, in order to have enough power to conduct a regression analysis with two 
predictor variables, an expected large effect size, with power=.80 and an alpha of .
05, the current study would require a minimum of 30 participants  (Green, 1991, table 
1, p.505).  
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In order to determine whether schema modes predicted eating disorder severity 
independent of cognitive fusion or whether the process of cognitive fusion mediated 
this  relationship, Bootstrapping was used. Results of the indirect effect, based on a 
bootstrapped sample of n = 5,000, revealed that zero was contained within the lower 
and upper limits  (BC lower = -49.47, BC upper = 0.88), thus indicating that cognitive 
fusion did not mediate the relationship between schema modes and eating disorder 
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Abstract
Objective: Due to the limited efficacy of psychological therapies for individuals with 
eating disorders the evidence base for psychological therapies needs to be 
developed in order to meet the high levels of need, complexity and co-morbidity in 
this  population.  This project is interested in exploring how psychological constructs 
from Schema Therapy (schema modes) and psychological processes from 
Acceptance and Commitment Therapy (cognitive fusion) function in the context of 
eating disorder severity. 
Method: Thirty-one participants  with an eating disorder completed measures of 
eating disorder severity, schema modes  and cognitive fusion.  Data was analysed 
using within subjects Pearson’s correlations and simple mediation analyses.
Results: Eating disorder severity was significantly associated with both maladaptive 
schema modes and cognitive fusion.  This demonstrates that higher eating disorder 
severity is linked to more severe schema modes and cognitive fusion.  Finally, 
mediation analyses demonstrated that the total effects of maladaptive schema 
modes and cognitive fusion were associated with eating disorder severity but that 
independently neither variable was a clear predictor of eating pathology.
Discussion: This study demonstrates  that both the construct of schema modes  and 
the process of cognitive fusion may contribute to our understanding of eating 
disorders and that both models warrant further exploration.
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Introduction
Integral to the role of clinical psychologists working within health care settings is 
ensuring that they are providing evidence based treatments and interventions.  In the 
field of eating disorders, the evidence base for effective psychological treatments is 
relatively poor1,2.  This is despite eating disorders being severe, disabling and 
relatively common3,4,5,6,7. 
Overall, the treatment of choice for Bulimia Nervosa (BN) is cognitive behaviour 
therapy (CBT).  The evidence base for other eating disorders and co-morbidity 
between eating disorders and other Axis I and II disorders  is lacking8,9. Despite CBT 
been the most recommended treatment for eating disorders, a relatively large subset 
of individuals do not achieve any clinically significant benefit from CBT10.  In fact 
some studies  demonstrate only 30-50% of patients cease to binge and purge using 
this  approach11,12,13. The outcomes for Anorexia Nervosa (AN) have been even less 
encouraging12,2. These findings suggest that although CBT may benefit some 
individuals there is still a large proportion of individuals whose needs have not been 
adequately met.
There are a number of reasons why CBT might not be best suited to treat eating 
disorders. Firstly, patients with eating pathology (particularly those with AN) might 
have little desire to change10.  The eating disorder may be viewed as something that 
has helped them to lose weight which might be a valued achievement14.  This may 
undermine the basic principle of collaboration which is essential to CBT. Secondly, 
CBT directly attempts to change the content of unhelpful eating-related cognitions. 
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The nature of eating disorder cognitions may make them particularly resistant to 
direct modification efforts.  In particular, difficulties set-shifting15 and cognitive rigidity 
may be symptoms of the eating disorder which may make cognitive challenging 
particularly difficult16.  Thirdly, many eating disorders may be functional within the 
context of the patient’s  belief system10. An example would be when someone 
(erroneously) believes they are overweight and thus finds eating pathology assists 
them in weight reduction.  
In order to improve outcomes for individuals with an eating disorder it is important to 
develop our understanding of eating disorders and potentially explore new treatment 
models  and approaches. The primary aim of this research is to explore whether two 
relatively new therapeutic models; schema therapy (ST)17 and acceptance and 
commitment therapy (ACT)18 may enhance our understanding of eating disorders.  
Theoretical and empirical evidence for these therapies  in an eating disorder 
population are still in their infancy.  In relation to ST, Leung et al.19 demonstrated that 
women with eating disorders held more dysfunctional schemas than a control group. 
Additionally, different patterns of schemas were observed in AN and BN suggesting 
that particular schemas may be associated with particular eating behaviours19. 
Although Leung et al.19 were the first to propose a link between eating disorders and 
early maladaptive schemas, this relationship has since been supported by Waller et 
al.20,21 who demonstrated that certain schemas were predictive of levels of eating 




The most recent hypothesis put forward by Waller22 is  that restrictive and bulimic 
pathologies are both related to affect regulation.  The key difference between 
anorexic and bulimic pathologies is the point at which the individual makes an 
attempt to reduce the experience of intolerable negative affect22.  In restrictive 
pathology the individual is hypothesised to use primary avoidance strategies and 
subsequently may attempt to avoid negative affect being triggered at all.  In bulimic 
pathology it is  hypothesised that the individual may use secondary avoidance 
strategies which attempt to reduce affect that has already been triggered22.
Waller’s hypothesis  that eating disorder symptoms may be related to affect 
regulation suggests  that eating pathology (whatever the symptoms) may share a 
similar function.  This potential commonality between eating pathology is supported 
by various research into the transdiagnostic theory of eating disorders47. This model 
suggests that although different eating disorder diagnoses share distinct 
psychopathology they also have various similarities47.  This alternative 
transdiagnostic view of eating pathology may explain why some eating disordered 
patients move between diagnostic categories  over time48.  The transdiagnostic 
model could be seen as a radical new way of thinking that has a number of 
implications for the assessment and treatment of eating disorders.  It represents  a 
shift away from the diagnostic model and instead focuses on the underlying function 
of the eating disorder (for example affect regulation)48.  Given the poor outcomes of 
traditional diagnostic approaches to conceptualisation and intervention this research 
aims to recruit a mixed diagnosis sample in line with the transdiagnostic model of 
eating disorders.
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A recent review of the evidence base for ST23 found only one study that has applied 
ST to individuals who had an eating disorder24.  In this study, the effectiveness of 
group ST was empirically tested in an outpatient eating disorder service. Overall, the 
ST group resulted in reductions of eating disorder severity, anxiety and shame whilst 
quality of life increased.  These benefits resulted in large effect sizes at a six month 
follow up. The benefits of this pilot study demonstrate that further research is needed 
into the potential benefits of using ST in the treatment of eating disorders24.  
Schema modes are the most recent addition to the ST model. Modes  reflect the 
moment-to-moment emotional and behavioural state of a person at a given time. 
Modes comprise of clusters of schemas, for example, defectiveness (the belief that 
one is flawed or defective) and emotional deprivation (the belief that you will never 
be understood and that your needs will never be met by others) are both part of the 
lonely child mode. ST and schema mode therapy do not reflect two separate entities, 
rather schema mode work is  seen as an advanced component of ST which is 
particularly beneficial when working with individuals who have borderline personality 
disorder or other complex presentations. Such individuals  often present with a 
number of schemas being simultaneously activated, which can make individual 
schema work more complex17. By allowing therapists to work with groups of 
schemas simultaneously, schema mode therapy can simplify therapeutic 
interventions for some individuals.
Finally, although no published study has explored the relationship between eating 




schema modes differed between a clinical and control population25.  This  research 
supported Waller’s22 hypothesis  that the coping modes (Detached Protector, 
Detached Self-Soother and the Compliant Surrenderer) were characteristic modes in 
an eating disorder population.  Additionally, higher levels of the Vulnerable Child 
mode was also associated with eating disorders25.  Although this research was able 
to demonstrate that schema modes were more prevalent in an eating disorder 
population, it failed to look at the relationship between eating disorder severity and 
schema modes.  This will be a primary aim of this study.
Conceptualisation of eating disorders from an ACT perspective would state that the 
eating disorder serves a function to the individual26.  This function is  commonly to 
avoid difficult uncontrollable emotions26,27,28.  Psychological flexibility and cognitive 
fusion are often associated with non-acceptance of emotion and experiential 
avoidance.  Cognitive fusion has been described as  the process by which thoughts 
about an event become fused with the actual event and as the excessive attachment 
to the literal content of thought that makes  healthy psychological flexibility difficult or 
impossible (Hayes, 2004).  Therefore individuals with high cognitive fusion are more 
likely to fuse themselves and their identity with their language system and 
experience.  
When an individual has used language in a way that appraises feelings  of 
depression, anxiety and pain as wrong, experiential avoidance is  more likely to 
occur.  Experiential avoidance is anything the individual does to avoid being in 
contact with a distressing aspect of a private experience (e.g. anxiety).  Based on 
this  assumption, individuals may try to avoid some experiences altogether which 
Exploring the relationship 
115
115
starts to limit the activities an individual will engage in.  Cognitive fusion alone is 
unlikely to generate psychopathology but when it is  associated with avoidance 
strategies it starts to become problematic.  
It is  anticipated that individuals with high levels of cognitive fusion will have poor 
psychological flexibility and psychological inflexibility is  associated with the 
development and maintenance of psychopathology.  This  study will assess if eating 
disorder severity is associated with high levels of cognitive fusion.  Again, if 
theoretical links are found this  provides rationale to continue on to conduct clinical 
trials assessing the treatment effectiveness of the model within eating disorder 
populations.  This link has been supported in the field of eating disorders by various 
researchers who have found that acceptance, greater psychological flexibility and 
mindfulness are associated with better treatment outcomes for individuals who have 
an eating disorder10,29,30.  Conversely, non-acceptance of emotional experience has 
been associated with dietary restraint31 and rigid inflexible beliefs with body 
dissatisfaction and disordered eating32.  
Empirical support for ACT within an eating disorder population comes from the study 
by Juarascio, Forman & Herbert10 who looked at whether ACT or traditional CBT 
would be more effective in treating eating disorders.  Overall, ACT (pre to post-
treatment Cohen’s d = 1.89) was shown to be superior to CBT (d =0.48) at reducing 
problem eating behavior10.  Another study looked at the role of interoceptive 
awareness in eating disorders31.  Interestingly this study found evidence to suggest 
that negative reactions (such as non-acceptance) to emotional responses may 




weight related self-stigma and weight maintenance33,30, body image dissatisfaction 
and disordered eating32 and has been applied in case studies  to those with eating 
disorders34. Most recently, ACT has also been shown to improve eating attitudes, 
reduce body anxiety and reduce preoccupation with weight and shape26.  
At its core ACT attempts to promote acceptance of emotional responses and internal 
experiences thus potentially increasing the viability of this  model for working with 
individuals with eating disorders.  Although different therapeutic techniques maybe 
employed, ST would also seek to understand how an individual copes with emotional 
experience and would seek to challenge maladaptive coping strategies and the core 
schemas and modes thought to drive these experiences.  
Rationale for current study
Due to the limited efficacy of psychological therapies for individuals with eating 
disorders the evidence base needs to be developed further so that psychological 
therapies can better meet the needs of the eating disorder population.  This  project is 
interested in exploring how psychological constructs  from ST (schema modes) and 
psychological processes from ACT (cognitive fusion) relate to eating disorder 
severity.  
Additionally, as  verbal processes are an integral feature of schema modes, it is 
anticipated that the process of cognitive fusion will influence the relationship between 
schema modes and eating disorder severity.  This hypothesis is  based on the 
assumption that high levels  of cognitive fusion will influence an individuals 
experience of the negative cognitive content associated with maladaptive schema 
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modes.  This may then result in the cognitive element of schema modes inducing 
greater levels of distress in individuals who have higher levels of cognitive fusion.  
Intuitively, if the eating disorder symptoms are functioning to manage emotional 
experiences then it can be hypothesised that the process of cognitive fusion may 
mediate the relationship between schema modes and eating disorder severity.  
To explore this hypothesis a form of regression called mediation analysis will be 
used.  Although there are various mediation models to choose from Bootstrapping is 
a non-parametric approach to effect-size estimation and hypothesis testing that 
makes no assumptions about the shape of the distributions49.  Due to the anticipated 
sample size being relatively small for regression analysis this form of mediation will 
be used to reduce the chances of making a type 1 error49. This will allow for 
exploration of whether cognitive fusion mediates the relationship between 
maladaptive schema modes and eating disorder severity.
Methods
Participants were recruited from three specialist eating disorder services within 
Scotland. One was an inpatient service whilst the other two were outpatient services. 
Potential participants needed to have met the following inclusion criteria:
• Participants had a diagnosis of Anorexia Nervosa, Atypical Anorexia Nervosa, 
Bulimia Nervosa or Atypical Bulimia Nervosa according to ICD!10 diagnostic 
criteria.  This was assessed by a trained clinician working within the various 
specialist eating disorder services.  




• Participants already engaged in treatment had not had more than five ACT or 
schema therapy sessions. 
• Participants had good command over the English Language to complete the 
questionnaires.  
Measures
All participants were asked to complete the following three questionnaires; 
• The Schema Mode Inventory (SMI, 1.1)35
• Eating Disorders Examination Questionnaire (EDEQ)36
• Cognitive Fusion Questionnaire (CFQ-13)37
Procedure
Individuals  were identified through their attendance at one of the aforementioned 
eating disorder services.   Inclusion criteria was established by a trained clinician and 
all individuals who met the inclusion criteria were invited to take part  Questionnaire 
completion took approximately 45 minutes on one single occasion.  Due to eating 
disorder symptoms possibly fluctuating over time, it was  ensured that all 
questionnaires were completed together. 
Ethical review
The study was reviewed and approved by the Clinical Psychology Ethics Committee 
at the University of Edinburgh; the North of Scotland Research Ethics  Committee 
and NHS Multisite Research and Development team.  




Within subjects  Pearson’s correlations were used.  The independent variable was 
eating disorder severity (taken from the EDE-Q) and the dependent variables were 
participants scores on the CFQ-13 and SMI-1.1.  
Data was then screened to ensure basic assumptions of regression analysis were 
met.  This included checks  of multicollinearity, the use of Durbin-Watson to check 
whether the residuals in the model were independent and inspection of histograms to 
ensure normal distribution.  As no assumptions were violated Stepwise regression 
was then conducted to explore which of the schema modes were most predictive of 
eating disorder severity.  
Finally, Bootstrapping was used to determine if the severity of maladaptive schema 
modes predicted eating disorder severity independent of cognitive fusion or whether 
the process of cognitive fusion mediated this relationship to some extent.
Participants
In total 121 questionnaire packs were given out and 50 invitation letters  were posted 
by clinicians to potential participants.  A further proportion of individuals were asked 
in person if they would like to participate and declined. In total the response rate was 
33 (19%).  Two participants were excluded from analysis.  One was found to have a 
learning disability and was unable to complete the majority of the questionnaires. 
The other did not fully complete the consent form. The proportion of participants  from 
outpatient services was 23 (71%) and from inpatient services 10 (29%).  Finally, 






In order to determine if the data was normally distributed kolmogorov-smirnov tests 
of normality were applied. The distributions of the EDE-Q (D(31)= 0.13, p=.20), 
CFQ-13 (D(31)= 0.15, p=.09) and SMI-1.1 (D(31)= 0.12, p=.20) were not significantly 
different from normal.  This shows the data does not violate the assumptions of 
normality therefore parametric tests were used. 
Descriptive statistics
The average questionnaire scores can be seen in table 1.   
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Table 1.  Maximums, minimums, means and standard deviations on the SMI-1.1, 
CFQ-13 and the EDE-Q (plus weight concern, shape concern, eating concern and 







EDE-Q Mean score 5.75 0.54 3.95 1.34
EDE-Q Weight concern 6.00 0.60 4.17 1.46
EDE-Q Shape concern 6.00 1.36 4.67 1.45
EDE-Q Eating concern 6.00 0.00 3.53 1.48
EDE-Q Restraint 6.00 0.00 3.40 1.73
Maladaptive SMI-1.1 score 3.79 1.30 2.91 0.57
CFQ-13 score 81 20 61 12.26
Aim 1.  Is there a relationship between schema modes and eating disorder 
severity?
Visual analysis of the data in figure 1 suggests a positive linear relationship between 
schema modes and eating disorder severity.  In order to further explore this 
Pearson’s r correlation analysis were conducted between each participant’s  mean 
maladaptive schema mode score on the SMI-1.1 (the two adaptive modes, the 
Happy Child and Healthy Adult, were removed prior to this analysis) and the mean 
global eating disorder severity score on the EDE-Q.  
This  demonstrated a positive correlation between these two measures (r=.751, p<.
001) which accounted for 56% of the variance.  These results suggest the more 
severe the eating disorder symptoms the more severe participants’ maladaptive 




Figure 1. Graph and regression line to show the relationship between participants’ 
scores on the EDE-Q and the SMI-1.1 (n=31).
In order to determine if particular schema modes were more associated with eating 
disorder severity, additional correlation analyses were conducted.  These revealed 
significant correlations between eating disorder severity (EDE-Q global score) and 
the Vulnerable Child mode (r=.607, p<.001); Angry Child mode (r=.503, p=.004); 
Undisciplined Child mode (r=.609, p<.001); Compliant Surrenderer mode (r=.530, 
p=.002); Detached Self-soother mode (r=.713, p<.001); Self Aggrandiser mode (r=.
460, p=.009); Punitive Parent mode (r=.524, p=.002) and the Demanding Parent (r=.
610, p<.001).  
In contrast the following modes were not significantly associated with eating disorder 
severity; the Enraged Child (r=.322, p=.078), Impulsive Child (r=.246, p=.182), 
Happy Child (r=-.176, p=.345), Detached Protector (r=.246, p=.183), Bully and Attack 
(r=.043, p=.820) and the Healthy Adult mode (r=-.198, p=.284).  These results 





In order to determine which of the schema modes were most predictive of eating 
disorder severity stepwise regression was  conducted.  Overall this  model 
demonstrated that the Detached Self-Soother (t(30)= 4.27, standardised b=.55, p<.
001) and the Vulnerable Child (t(30)= 2.83, standardised b= .37, p=.009) modes 
were the most predictive of eating disorder severity.  This relationship is positive 
suggesting that the more severe the Detached Self-Soother and Vulnerable Child the 
more severe the eating disorder.  
Aim 2. Is there a relationship between cognitive fusion and eating disorder 
severity?
As can be seen in figure 2, visual analysis suggests a positive linear relationship 
between cognitive fusion and eating disorder severity.  In order to further explore this 
Pearson’s r correlation analysis was conducted between each participant’s mean 
global score on the EDE-Q and the CFQ-13.  This demonstrated a positive 
correlation between these two measures (r=.706, p<.001), which accounted for 50% 
of the variance.  These results suggest that the more severe the eating disorder 
symptoms the higher the participants’ scores were on the CFQ-13.  These results 
demonstrate that as fusion and entanglement with thinking increases, so does eating 




Figure 2. Graph and regression line to show the relationship between participants’ 




Is there a relationship between participants’ scores on the SMI-1.1 and the 
CFQ-13? 
In order to further explore this  Pearson’s r correlation analysis was conducted 
between each participant’s raw maladaptive schema mode score on the SMI-1.1 and 
the CFQ-13.  This demonstrated a positive correlation between these two measures 
(r=.747, p<.001), which accounted for 56% of the variance.  These results 
demonstrate that as fusion and entanglement with thinking increases, so does the 
severity of participants’ maladaptive schema modes and vice versa.
In order to determine whether schema modes predicted eating disorder severity 
independent of cognitive fusion or whether the process of cognitive fusion mediated 
this  relationship, Bootstrapping was used. Results of the indirect effect, based on a 
bootstrapped sample of n = 5,000, revealed that zero was contained within the lower 
and upper limits  (BC lower = -49.47, BC upper = 0.88), thus indicating that cognitive 
fusion did not mediate the relationship between schema modes and eating disorder 
severity when using this method.  
Discussion
A positive relationship was found between maladaptive schema modes and eating 
disorder severity.  This means that the more severe participants’ maladaptive schemas 
were the more severe the eating disorder symptoms and vice versa.  Further exploration 
of this relationship identified a number of schema modes that were significantly 
associated with eating disorder symptom severity.  These included the Vulnerable Child, 
Angry Child, Undisciplined Child, Compliant Surrenderer, Detached Self-soother, 




relationships were positive, indicating that the more severe the schema mode the 
more severe the eating disorder.  
The following modes were not significantly related to eating disorder severity; the 
Enraged Child, Impulsive Child, Happy Child, Detached Protector, Bully and Attack 
and the Healthy Adult modes.  The overall prevalence and severity of schema modes 
found in this sample of participants suggests  that schema mode therapy may be 
suited to individuals with complex eating disorders.  Finally, stepwise regression 
demonstrated that the two modes most predictive of eating disorder severity were 
the Detached Self-Soother and the Vulnerable Child.  This relationship was positive 
suggesting higher scores on these modes was predictive of more severe eating 
disorders.  
Although this finding is consistent with the correlation results, the small sample size 
in this study mean caution should before generalising these results.Although all the 
maladaptive schema modes can have a detrimental effect on an individual’s  life and 
functioning, the Vulnerable Child mode is seen as one of the most important for 
mode work17.  The above findings  also demonstrate that it may be one of the most 
important for working therapeutically with individuals  who have an eating disorder. 
When activated, this  mode triggers strong emotions such as dysphoric or anxious 
affect, especially fear and sadness17.  Likewise, the Angry Child and the 
Undisciplined Child may also trigger strong emotional responses.  The Angry Child is 
associated with feelings  of anger and frustration typically due to the needs of the 
Vulnerable Child not been met.  The Undisciplined Child mode will make it hard for 
the individual to delay gratification of needs and, although speculative, it may be 




and purge.  Importantly, the presence of these child modes indicates that this group 
of participants may have a large number of unmet needs that result in them 
experiencing strong negative affect.  
As previously discussed, there is a recognition that one potential function of an 
eating disorder may be to avoid overwhelming negative emotional experiences40,41. 
In this way it is possible that individuals may use eating disordered behaviours to 
regulate (or cope with) unbearable emotions which may be originating from the 
activation of schema modes (in particular, the child modes). When the distress 
becomes too great for the individual, it may be hypothesised that they flip onto a 
coping mode to distract, reduce or detach from these painful emotions. 
Of the coping modes, the Detached Self-Soother was found to be the most 
significant in this sample.  This is an active avoidant coping mode as  individuals 
attempt to engage in activities that will soothe or distract them from feeling.  Eating 
pathology such as binging, purging etc. may be examples of such activities. 
Unfortunately this mode may block the use of more adaptive coping mechanisms 
such as using interpersonal support to meet underlying needs.  By failing to address 
these underlying factors, there will continue to be a need for coping strategies and 
eating disordered behaviours. 
The Compliant Surrenderer mode is  also an avoidant coping mode that was 
significant in this  sample.  When triggered, individuals  avoid focusing on their own 
needs and emotions by focusing on the needs and feelings of others.   Individuals 
with severe levels  of this mode are unlikely to ask other people to meet their 




mode is  hypothesised to also compensate for underlying fears of defectiveness or 
being rejected. Thus individuals may seek to gratify the needs of others through fear 
of personal rejection.  Although this mode is a short term coping strategy intended to 
reduce negative affect, overtime it may be speculated that it could result in a degree 
of anger and frustration due to personal needs remaining unfulfilled.  As  previously 
discussed, the Angry Child is often triggered when the needs of the Vulnerable Child 
are unmet.  In this way, the Compliant Surrenderer mode may inadvertently trigger 
the child modes.
It is interesting that the Detached Protector mode is not significantly associated with 
eating pathology.  Although speculative, if the Detached Protector is indeed not 
associated with eating pathology, then it is  possible that the individual may feel more 
reliant on the Detached Self-Soother and Compliant Surrenderer modes to avoid 
intolerable emotional experiences.  Unfortunately, the Detached Self-Soother in 
particular may increase the use and need of different forms of eating pathology. 
Although not associated with eating severity, the mean score on the Detached 
Protector is still high when compared to the norms developed in Lobbestael et al’s42 
study.   This  finding suggests  that the relationship between the Detached Protector 
and eating pathology is  not about severity.  Considered in light of Waller’s22 
hypothesis, this may be due to the Detached Protector being a primary affect 
avoidance strategy whilst the Detached Self-Soother is  potentially a secondary affect 
avoidance strategy.  According to Waller22, the main difference between primary and 
secondary avoidance is the point at which individuals try to cope with unbearable 
emotions.  Primary affect avoidance aims to avoid emotional activation altogether 




Based on these differences, it could be anticipated that individuals with severe 
restrictive eating disorders (pure AN) would have higher levels of the Detached 
Protector.  This  would be due to restriction often resulting in complete detachment 
from emotions which therefore requires no secondary (or compensatory) strategies 
to be employed.  In contrast, individuals who use active compensatory strategies 
(which would include Atypical Anorexia Nervosa, Bulimia Nervosa and Atypical 
Bulimia Nervosa) might have higher levels of the Detached Self-Soother.  
In order to test this hypothesis the data would needed to have been split into two 
groups; a restrictive group and a compensatory group.  Unfortunately, this study did 
not have enough power to conduct this form of analysis.  However, it was possible to 
look at schema modes associated with the different EDE-Q subscales.  Of the 
different sub-scales the restriction subscale was considered to most closely measure 
pure anorexic pathology.  Interestingly, no relationship was found between the 
Detached Protector and the restriction subscale.  However, as the EDE-Q does not 
have a specific bulimic subscale and pure anorexia is  more complicated than purely 
measuring restriction, it is  difficult to draw any conclusions  in regard to eating 
disorder diagnosis and schema modes from this data.  Finally, it should be noted that 
Waller’s model was based on schemas rather than schema modes therefore the 
modes can only be speculated. Additionally, Waller22 referred to differences between 
restrictive (compulsive) coping strategies and bulimic (impulsive) coping strategies. 
Based on this  hypothesis, it might have been anticipated that the Impulsive Child 
mode would have been prevalent within this population.  The absence of this mode 




The final coping mode found in this group of participants was the Self-Aggrandizer. 
This  mode is  an overcompensatory mode which is characteristic of a narcissistic 
personality style and manifests via self absorption and also a lack of empathy for 
others43.  These behaviours are hypothesised to develop early in life to compensate 
for or gratify core unmet needs17. Within an eating disorder population it is  possible 
that the strength of this mode reflects  the individual’s strong attachment to their 
eating disorder and absorption in maintaining control over eating behaviour.  For 
some, it may reflect a sense of pride in their achievement and body image.  Again, 
this  coping mode may function in the short term to manage unbearable emotional 
experiences.  However, without alternative (adaptive) coping strategies aimed at 
gratifying unmet needs, the presence of this mode could potentially increase the 
presence and severity of eating disorder symptoms.  
Finally, both parent modes were characteristic of this sample of participants. The 
parent modes represent the internalised experience of overly critical or demanding 
parents. When activated the Punitive Parent mode results in the individual feeling 
that they (or others) deserve punishment or blame.  This often results in individuals 
acting in a blaming, punishing, or abusive way towards themselves or others.  The 
Demanding Parent mode results in the individual feeling that there is  a “right” way to 
be.  For example, they may feel that they need to be perfect or achieve at a very 
high level or that it is wrong to express feelings. 
Although speculative, it might be hypothesised that these modes become triggered 
by eating behaviour, possibly critiquing the individual and demanding they maintain 
control over eating.  This might be more likely if there had been rules around food 




judgements about body size.  Although parental values  and judgements may have 
been directed toward themselves (rather than the child), children may selectively 
identify with the parents’ value system.  The Demanding Parent mode in particular 
can develop through selective identification (Young et al., 2003). In very restrictive 
eating disorders the parent modes may be activated at the sight of food, perhaps 
criticising the individual’s  hunger or desire while the Demanding Parent mode 
encourages them to stay on track with their diet and avoid eating and/or food. 
In primarily bulimic pathologies the child modes may become overwhelmed by the 
criticisms originating from the parent modes.  This may result in the individual 
switching into the Detached-Self Soother mode to escape the shame and anxiety 
generated by the child modes.  The Detached-Self-Soother may then allow them to 
eat (or binge).  However, after the individual has eaten, the parent modes are likely 
to return again, triggering intense feelings of guilt and disgust.  The parent modes 
may then chastise and shame the individual into compensatory measures such as 
vomiting, laxative misuse or over-exercise.
Although research into schema modes is still very much in its  infancy, previous 
research has found relationships between eating disorders symptoms and singular 
schemas19,20,21,44.  Therefore, this research builds on the current evidence by 
demonstrating that schema modes, the most recent development in schema therapy, 
are also associated with eating disorders symptoms. Furthermore, it suggests that 
particular modes may be characteristic in an eating disorder population.  
Overall, these findings suggest that due to the prevalence and severity of schema 




schema modes and eating pathology, that schema mode therapy may be beneficial 
for individuals who have an eating disorder.  This  builds on the work of Simpson et 
al.24 who demonstrated the clinical effectiveness  of group schema therapy in an 
outpatient eating disorder service.  
Building on the positive outcomes displayed by Simpson et al.24, future research 
could pilot the mode model within an eating disorder service to test this hypothesis. 
Additionally, it would also be interesting to see what happens to schema modes if 
you successfully treat eating disorder symptoms and behaviours.  It might be 
hypothesised that schema modes become less severe.  However, to test this 
longitudinal research, monitoring the severity of schema modes over the course of 
treatment is needed. 
A positive relationship was also found between the process of cognitive fusion and the 
severity of eating disorder symptoms.  This  means that the greater the level of cognitive 
fusion the more severe the eating disorder symptoms.  Cognitive fusion has been 
described as the process by which thoughts about an event become fused with the 
actual event45 and also as the ‘excessive attachment to the literal content of thought 
that makes  healthy psychological flexibility difficult or impossible’46.  Therefore 
individuals with high cognitive fusion are more likely to fuse themselves and their 
identity with their language system and experience.  
This  process has the potential to either initiate or maintain eating pathology.  For 
example, most individuals  at some time are likely to have unhelpful thoughts  about 
food or themselves.  These may be in response to a negative experience of eating 




consequence (such as gaining undesired weight).  However, despite having negative 
experiences or consequences most people are able to identify thoughts as just that, 
thoughts.  An individual with higher levels of cognitive fusion is less likely to be able 
to think flexibly about such thoughts and more likely to view them literally.  Although 
this  process  is not harmful in itself, it often results in behavioural change and 
avoidance which can be.  For example, if an individual has a negative thought about 
food which results  in them restricting food intake, then there is a potential to develop 
eating pathology (or maintain existing pathology).
Although this  is  the first study to explore the link between eating disorders and the 
process of cognitive fusion other studies have looked at other ACT concepts in the 
field of eating disorders.  For example, dietary restraint had been associated with 
non-acceptance of emotion and experiential avoidance31 and conversely, acceptance 
and greater psychological flexibility has been associated with healthier eating habits 
and lower levels of weight related shame30.  Finally, the more recent work of 
Sandoz32 has demonstrated that rigid inflexible beliefs  were associated with body 
dissatisfaction and disordered eating32.  This  study would support and build on such 
findings demonstrating that the process  of cognitive fusion (an integral part of 
psychological flexibility) is also associated with eating pathology.  
Can we make any predictions based on these results? 
Overall, it appears that cognitive fusion did not mediate the relationship between 
schema modes and eating disorder severity.  However due to the relatively small 
sample size in this study it is possible that this research did not have enough power 




research might further examine this relationship within a larger sample of 
participants.  
Interestingly, stepwise regression indicated that two modes in particular appear to 
best predict eating disorder severity.  These are the Detached Self-soother and the 
Vulnerable Child modes.  However as  previously mentioned, to conduct this form of 
regression it is  recommended that a minimum of ten participants per predictor 
variable are recruited to ensure the sample has enough power to detect 
relationships.  Excluding the two healthy modes, there are 12 predictors which would 
require a minimum of 120 participants.  This study only had 31 so was likely to be 
underpowered.   
Clinical implications 
Overall these findings demonstrate that both maladaptive schema modes and the 
process of cognitive fusion are associated with eating disorders.  In turn, this 
suggests that therapeutic interventions designed to reduce the severity of 
maladaptive schema modes and cognitive fusion may reduce eating disorder 
symptoms.  As no controlled research has yet tested the schema mode model in an 
eating disorder population, this  can only be speculated based on the positive 
outcomes of an uncontrolled case series design into group schema therapy by 
Simpson et al24.  In relation to ACT, cognitive fusion and psychological flexibility are 
key components in the model.  As such clinicians using ACT will naturally account for 
effects of cognitive fusion within therapy.  The recent study by Juarascio et al10 
empirically tested this model in a group of individuals with an eating disorder.  These 




However, only 4% of participants in this study had a formal diagnosis  of an eating 
disorder.  The majority of participants had subclinical eating disorders.  Therefore the 
efficacy of ACT in more complex, severe eating disorders has yet to be established.
These results also have implications for the assessment and clinical formulation of 
complex eating disorders.  Both the schema mode inventory and the cognitive fusion 
questionnaire provide valuable information that could complement the assessment 
process.  For example, in schema mode therapy, by identifying and understanding 
the interplay between child modes, coping modes and parent modes, links may be 
formed to understand the possible function of the eating disorder.  It might be that an 
individual is found to have a large number of severe maladaptive child modes that 
when triggered induce strong ‘unbearable’ emotions.  They may also have severe 
maladaptive coping modes that function to block out or manage these unbearable 
emotions.  If such modes were present, the therapist would have two primary goals; 
firstly to meet the underlying needs of the child modes and reduce the intensity and 
frequency of the related negative affect.    This  should also reduce the need for the 
maladaptive coping modes.  Secondly, to look at alternative ways to manage or 
respond to emotional experiences.  It is beyond the scope of this  paper to go into 
detailed schema mode treatment strategies.  Therapists looking for such information 
should refer to the treatment manual written by Young et al17.
In regard to cognitive fusion, should an individual be found to have high levels of 
cognitive fusion, there may be implications for the timing of cognitive work.  For 
example, someone with very severe eating pathology is  likely to demonstrate more 




thought challenging) more difficult.  If such techniques are to be used, waiting until 
later in treatment, when cognitive rigidity declines, may be more helpful and 
effective. This is at odds with current guidelines which promote CBT for all eating 
disorders.  Rather than seeing eating disorders as a heterogeneous group, treatment 
needs to be planned based on a strong formulation that takes into account the 
function of eating disorder symptoms.  Assessment of schema modes and level of 
cognitive fusion may provide information to help with this process.
Taken together, these findings suggest that both models may warrant further testing 
and exploration within eating disorder services.  However, both these therapies 
require knowledge and training before being attempted.  Schema therapy in 
particular also requires supervision and team support.  Therefore, clinical 






This study provides the first exploration of the relationship between schema modes, 
cognitive fusion and eating disorder symptoms. It benefits from being highly naturalistic in 
that all individuals attending the services were considered.  No individuals were screened 
or excluded for co-morbid difficulties (such as anxiety, depression, substance misuse or 
personality disorder). The sample were therefore considered representative of individuals 
attending specialist services.  This  makes the results more generalisable to other similar 
services.  However, failure to screen for co-morbid anxiety, depression and personality 
disorders leaves open the possibility that such factors may be influencing the relationship 
found between maladaptive schema modes, cognitive fusion and eating disorder 
severity.  
In particular previous research has shown that specific schema modes profiles  appear 
characteristic of individual personality disorder diagnosis42. For example, Borderline 
Personality Disorder is  characterised by the Vulnerable Child, Angry Child, Impulsive 
Child, Undisciplined Child, Detached Protector and Punitive Parent modes whilst 
Narcissistic Personality Disorder is characterised by the Self-Aggrandiser, Detached 
Self-Soother, Enraged Child and Vulnerable Child modes42.  Excluding the Detached 
Protector and the Enraged Child modes, all these modes were characteristic of this 
sample.  This limitation leaves open the possibility that co-morbid personality disorders 
may be accounting for some of the relationship between schema modes and eating 
disorder severity.  Future research could expand on this research by screen for co-
morbid personality disorders, anxiety and depression. 
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Another benefit of this  study was that it recruited individuals at various  stages in 
treatment.  This was to allow representation of individuals  at different stages in treatment 
with different levels  of need.  This design allowed a greater range and distribution of 
scores.  Some participants were nearly recovered whilst others were acutely unwell.  As 
participants  completed all the questionnaires together, any changes in eating disorder 
severity was reflected on the EDE-Q. This makes these findings generalisable to 
individuals  at different stages in treatment.  A potential limitation of this recruitment 
strategy is that it is only generalisable to other specialist services.  Future research could 
build on this study by looking at a greater range of eating disorder services, including 
subclinical populations and individuals seen within primary care settings.
One of the biggest weaknesses of this research is  its  failure to unravel causality. 
Although the construct of schema modes and process of cognitive fusion appear to be 
related to eating disorder severity what cannot be determined from the current results is 
the nature of this relationship.  For example, does the presence of specific schema 
modes/cognitive fusion predispose individuals to develop an eating disorder? 
Longitudinal research tracking schemas and cognitive fusion over the course of an 
eating disorder would be needed to establish whether or not this is the case.  Despite 
this flaw, the empirical support for both ACT and schema therapy in treating eating 
disorder symptoms suggests that the nature of this  relationship may not affect 
therapeutic outcomes24,10.  
Finally, this study has a relatively small sample size.  This limitation may have resulted in 
the mediation analysis  and the stepwise regression being under powered to detect 




recruit a much larger sample of participants to increase the generalisability of these 
findings.
Future Research
Building on the results of this study there are various directions for future research. 
The clinical evidence base for both schema mode therapy and acceptance and 
commitment therapy in the field of eating disorders is still in its  infancy.  Based on the 
findings of this study and the positive outcomes of Simpson et al., 2010 and 
Juarascio et al., 2010 these therapies warrant further exploration in the field of eating 
disorders. Developments could either focus on reducing the impact of maladaptive 
schema modes or on changing the stance individuals take towards their thoughts 
and private mental events. Ultimately, these avenues may lead to improvements in 
our understanding of eating pathology and better therapeutic outcomes.
In the current economic climate, clinical departments are constantly trying to provide 
the best psychological interventions in the most cost effective way.  So far only group 
schema therapy has been tested within an eating disorder population (Simpson et 
al., 2010).  Therefore, future research could be the first to pilot individual schema 
therapy sessions in an eating disorder service to determine which format is  most 
effective.  
Additionally, as yet no longitudinal research has tracked the impact of maladaptive 
schema modes or cognitive fusion over the course of an eating disorder.  Therefore, 
it would also be interesting to identify whether particular schema modes and 
cognitive fusion are present before the onset of eating pathology and whether these 
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become more severe as  the eating disorder progresses.  Such research may help to 
unravel causality by identifying whether the presence of maladaptive modes and/or 
cognitive fusion predispose an individual to develop eating pathology.
In regard to cognitive work, future research could explore the effectiveness of 
cognitive strategies  (such as thought challenging) at different stages  of treatment. 
The CFQ-13 could be used throughout treatment alongside measures of eating 
disorder severity to identify the point at which cognitive fusion and eating pathology 
decline.  It would be particularly interesting to see which improves  first.  Such 
research may help to determine whether cognitive fusion predisposes eating 
pathology or whether it is a symptom of eating pathology.
Finally, future research could further develop and test the most recent mode model 
developed for individuals  with an eating disorder (Simpson, in press).  This  may 
involve generating a modified mode questionnaire containing items to assess the 
presence of the new modes such as the Perfectionistic Controller, Needy Child and 
the Shame/Deprived Child mode.  Analysis could then be conducted to determine 
whether the adapted schema modes encapsulate complex eating disorders better 
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 SMI  (Version 1.1)
INSTRUCTION: Listed below are statements that people might use to describe themselves. Please rate each 
item based on how often you believe or feel each statement in general using the frequency scale. 
FREQUENCY: In general
1= Never or Almost Never 4= Frequently
2= Rarely 5= Most of the time
3= Occasionally 6= All of the time
Frequency In general...
1. I demand respect by not letting other people push me around. 
2. I feel loved and accepted.
3. I deny myself pleasure because I don’t deserve it.
4. I feel fundamentally inadequate, flawed, or defective.
5. I have impulses to punish myself by hurting myself (e.g., cutting myself).
6. I feel lost.
7. I’m hard on myself.
8. I try very hard to please other people in order to avoid conflict, confrontation, 
or rejection.
9. I can’t forgive myself.
10. I do things to make myself the center of attention.
11. I get irritated when people don’t do what I ask them to do.
12. I have trouble controlling my impulses.
13. If I can’t reach a goal, I become easily frustrated and give up.
14. I have rage outbursts. 
15. I act impulsively or express emotions that get me into trouble or hurt other 
people.
16. It’s my fault when something bad happens.
17. I feel content and at ease.
18. I change myself depending on the people I’m with, so they’ll like me or 
approve of me.
19. I feel connected to other people.
20. When there are problems, I try hard to solve them myself.
21. I don’t discipline myself to complete routine or boring tasks.
22. If I don’t fight, I will be abused or ignored.
23. I have to take care of the people around me. 
24. If you let other people mock or bully you, you’re a loser. 
25. I physically attack people when I’m angry at them. 
26. Once I start to feel angry, I often don’t control it and lose my temper.
27. It’s important for me to be Number One (e.g., the most popular, most 
successful, most wealthy, most powerful).
28. I feel indifferent about most things.
29. I can solve problems rationally without letting my emotions overwhelm me.
30. It’s ridiculous to plan how you’ll handle situations.
31. I won’t settle for second best. 
32. Attacking is the best defense. 
33. I feel cold and heartless toward other people.
34. I feel detached (no contact with myself, my emotions or other people). 
35. I blindly follow my emotions. 
36. I feel desperate.
37. I allow other people to criticize me or put me down.
38. In relationships, I let the other person have the upper hand.
39. I feel distant from other people.
40. I don't think about what I say, and it gets me into trouble or hurts other 
people.
41. I work or play sports intensively so that I don’t have to think about 
upsetting things. 
42. I’m angry that people are trying to take away my freedom or independence.
43. I feel nothing.
44. I do what I want to do, regardless of other people’s needs and feelings.
45. I don’t let myself relax or have fun until I’ve finished everything I’m 
supposed to do. 
46. I throw things around when I’m angry. 
47. I feel enraged toward other people.
48. I feel that I fit in with other people.
49. I have a lot of anger built up inside of me that I need to let out.
50. I feel lonely.
51. I try to do my best at everything.
52. I like doing something exciting or soothing to avoid my feelings (e.g., 
working, gambling, eating, shopping, sexual activities, watching TV). 
53. Equality doesn’t exist, so it’s better to be superior to other people. 
54. When I’m angry, I often lose control and threaten other people. 
55. I let other people get their own way instead of expressing my own needs.
56. If someone is not with me, he or she is against me.
57. In order to be bothered less by my annoying thoughts or feelings, I make 
sure that I’m always busy. 
58. I’m a bad person if I get angry at other people.
59. I don’t want to get involved with people.
60. I have been so angry that I have hurt someone or killed someone. 
61. I feel that I have plenty of stability and security in my life.
62. I know when to express my emotions and when not to. 
63. I’m angry with someone for leaving me alone or abandoning me.
64. I don’t feel connected to other people.
65. I can’t bring myself to do things that I find unpleasant, even if I know it’s 
for my own good. 
66. I break rules and regret it later.  
67. I feel humiliated. 
68. I trust most other people.
69. I act first and think later. 
70. I get bored easily and lose interest in things.
71. Even if there are people around me, I feel lonely. 
72. I don’t allow myself to do pleasurable things that other people do because 
I’m bad.
73. I assert what I need without going overboard.
74. I feel special and better than most other people.
75. I don’t care about anything; nothing matters to me.
76. It makes me angry when someone tells me how I should feel or behave.
77. If you don’t dominate other people, they will dominate you. 
78. I say what I feel, or do things impulsively, without thinking of the 
consequences.
79. I feel like telling people off for the way they have treated me.
80. I’m capable of taking care of myself.
81. I’m quite critical of other people.
82. I’m under constant pressure to achieve and get things done.
83. I’m trying not to make mistakes; otherwise, I’ll get down on myself.
84. I deserve to be punished.
85. I can learn, grow, and change.
86. I want to distract myself from upsetting thoughts and feelings.
87. I’m angry at myself.
88. I feel flat.
89. I have to be the best in whatever I do. 
90. I sacrifice pleasure, health, or happiness to meet my own standards.
91. I’m demanding of other people.
92. If I get angry, I can get so out of control that I injure other people. 
93. I am invulnerable.
94. I’m a bad person.
95. I feel safe.
96. I feel listened to, understood, and validated.
97. It is impossible for me to control my impulses.
98. I destroy things when I’m angry.
99. By dominating other people, nothing can happen to you.
100. I act in a passive way, even when I don’t like the way things are.
101. My anger gets out of control.
102. I mock or bully other people.
103. I feel like lashing out or hurting someone for what he/she did to me.
104. I know that there is a ‘right’ and a ‘wrong’ way to do things; I try hard to 
do things the right way, or else I start criticizing myself.
105. I often feel alone in the world.
106. I feel weak and helpless.
107. I’m lazy.
108. I can put up with anything from people who are important to me.
109. I’ve been cheated or treated unfairly.
110. If I feel the urge to do something, I just do it.
111. I feel left out or excluded.
112. I belittle others.
113. I feel optimistic.
114. I feel I shouldn’t have to follow the same rules that other people do.
115. My life right now revolves around getting things done and doing them 
‘right’.
116. I’m pushing myself to be more responsible than most other people.
117. I can stand up for myself when I feel unfairly criticized, abused, or taken 
advantage of.  
118. I don’t deserve sympathy when something bad happens to me.
119. I feel that nobody loves me.
120. I feel that I’m basically a good person.
121. When necessary, I complete boring and routine tasks in order to 
accomplish things I value.
122. I feel spontaneous and playful.
123. I can become so angry that I feel capable of killing someone.
124. I have a good sense of who I am and what I need to make myself happy.
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Appendix B
EATING DISORDER – EDE-Q
Name:! ! ! ! Date:
Instructions: The following questions are concerned with the past four weeks (28 days) only.
Please read each item carefully.  Please answer all of the questions.  Thank you.
Questions 1 to 12: Please circle the appropriate number on the right.  Remember that the questions 
only refer to the past four weeks (28 days) only.
















1. Have you been deliberately trying 
to limit the amount of food you eat 
to influence your shape and weight 
(whether or not you have 
succeeded?)
0 1 2 3 4 5 6
2.Have you gone for long periods of 
time (8 waking hours or more) 
without eating anything at all in 
order to influence your shape and 
weight?
0 1 2 3 4 5 6
3. Have you tried to exclude from 
your diet any foods that you like in 
order to influence your shape or 
weight (Whether or not you have 
succeeded)?
0 1 2 3 4 5 6
4. Have you tried to follow definite 
rules regarding your eating (for 
example, a calorie limit) in order to 
influence your shape or weight 
(whether or not you have 
succeeded)?
0 1 2 3 4 5 6
5. Have you had a definite desire to 
have an empty stomach with the 
aim of influencing your shape or 
weight?
0 1 2 3 4 5 6
6. Have you had a definite desire to 
have a totally flat stomach?
0 1 2 3 4 5 6
7. Has thinking about food, eating 
or calories made it very difficult to 
concentrate on things you are 
interested in (For example, working, 
following a conversation, or 
reading)?
0 1 2 3 4 5 6
8. Has thinking about shape or 
weight made it very difficult to 
concentrate on things you are 
interested in (For example, working, 
following a conversation, or 
reading)?
0 1 2 3 4 5 6
9. Have you had a definite fear of 
losing control over eating?
0 1 2 3 4 5 6
10. Have you had a definite fear that 
you might gain weight?
0 1 2 3 4 5 6
11. Have you felt fat? 0 1 2 3 4 5 6
12. Have you had a strong desire to 
lose weight?
0 1 2 3 4 5 6
Questions 13-18: Please fill in the appropriate number in  the boxes on the right.  Remember that 
the questions only refer to the past four weeks (28 days).
13.  Over the past 28 days, how many times have you eaten what other people would regard as an 
unusually large amount of food (given the circumstance) ?
! ! ! ! ! ! ! ! ! ! ……………..
14. On how many of these times did you have a sense of having lost control over your eating (at the 
time that you were eating)?
! ! ! ! ! ! ! ! ! ! ………………
15. Over the past 28 days, on how many DAYS have such episodes of overeating occurred (i.e., you 
have eaten an unusually large amount of food and had a sense of loss of control at the time)?.
! ! ! ! ! ! ! ! ! ! ………………
16. Over the past 28 days, how many times have you made yourself sick (vomit) as a means of 
controlling your shape or 
weight?! ! ! ! ! ! ! ! ! ! ……………..
17. Over the past 28 days, how many times have you taken laxatives as a means of controlling your 
shape or weight?
! ! ! ! ! ! ! ! ! ! ………………
18. Over the past 28 days, how many times have you exerciserd in a “driven” or “compulsive” way 
as a means of controlling your weight, shape or amount of fat, or to burn off calories?
! ! ! ! ! ! ! ! ! ! ……………
 Questions 19-21: Please circle the appropriate number.  Please note that for these questions the 
term “binge-eating” means eating what others would regard as an unusually large amount of food 















19.Over the past 28 days, on 
how many days have you 
eaten in secret (ie, furtively)
…….Do not count episodes 
of binge eating
 


















20. On what proportion of the 
times that you have eaten 
have you felt guilty (felt that 
you have done wrong) 
because of its effect on your 
shape or weight?
…….Do not count episodes 
of binge eating.
0 1 2 3 4 5 6
Not at 
all
Sligh tly Modera tely Mark edly
21. Over the past 28 days, 
how concerned have you 
been about other people  
seeing what you eat?
…..Do not count episodes of 
binge eating.
0 1 2 3 4 5 6
Questions 22 to 28: Please circle the appropriate number on the right.  Remember that the questions 
only refer to the past four weeks (28 days).
Not at 
all
Sligh tly Modera tely Mark edly
22.Has your weight influenced 
how you think about (judge) 
yourself as a person.
0 1 2 3 4 5 6
23. Has your shape influenced 
how think about (judge) 
yourself as a person.
0 1 2 3 4 5 6
24 . How much would it have 
upset you if you had been 
asked to weigh yourself once a 
week (no more, or less often) 
for the next four weeks?
0 1 2 3 4 5 6
25. How dissatisfied have you 
been with your weight? 0 1 2 3 4 5 6
26. How dissatisfied have you 
been with your shape? 0 1 2 3 4 5 6
27. How uncomfortable have 
you felt seeing your body (for 
example, seeing your shape in  
the mirror, in a shop window 
reflection, while undressing or 
taking a bath or a shower)?
0 1 2 3 4 5 6
28. How uncomfortable have 
you felt about others seeing 
your shape or figure (For 
example, in communal 
changing rooms, when 
swimming, or wearing tight 
clothes)?
0 1 2 3 4 5 6
What is your weight at present (Please give your best estimate)! ! …………..
What is your height?! ! ! ! ! !      ! ! ………….
If female: Over the past three-to-four months have you missed your menstrual periods?
! ! ! ! ! ! ! ! ! ! …………..
! ! ! ! ! ! If so, how many?! ! …………..

























! ! ! ! ! ! !
1. My thoughts cause me distress or emotional pain 1 2 3 4 5 6 7 
2. I get so caught up in my thoughts that I am unable to do the things that I 
most want to do 1 2 3 4 5 6 7 
3. Even when I am having distressing thoughts, I know  that they may become 
less important eventually 1 2 3 4 5 6 7 
4. I over-  1 2 3 4 5 6 7 
5. I struggle with my thoughts 1 2 3 4 5 6 7 
6.  upsetting thoughts, I can see that those thoughts may 
not be literally true 1 2 3 4 5 6 7 
7. I get upset with myself for having certain thoughts 1 2 3 4 5 6 7 
8. I need to control the thoughts that come into my head 1 2 3 4 5 6 7 
9. I find it easy to view my thoughts from a different perspective 1 2 3 4 5 6 7 
10. I tend to get very entangled in my thoughts 1 2 3 4 5 6 7 
11. I tend to react very strongly to my thoughts 1 2 3 4 5 6 7 
12. Its possible for me to have negative thoughts about myself and still know 
that I am an OK person 1 2 3 4 5 6 7 
13. a struggle to let go of upsetting thoughts even when I know that 




Thank you for completing this questionnaire 
Appendix D
Information sheet for potential participants
Study Title: Exploring the Relationship Between Cognitive Fusion, Schema 
Modes and Eating Disorders
You are being invited to take part in a research study.  Before you decide it is important 
for you to understand why the research is being done and what it will involve.  Please 
take time to read the following information carefully and discuss it with others if you 
wish.  Please ask if there is anything that is not clear or if you would like more 
information. Thank you for taking the time to read this.  
What is the purpose of the study?  This research project aims to explore the 
relationship between eating disorder symptoms and two relatively new psychological 
models; Acceptance and Commitment Therapy and Schema Therapy.  The aim of this 
research is improve understand of eating disorders.  
Why have I been chosen? You have been chosen because you attend a specialist 
eating disorder service.  
Do I have to take part it?  No. Participation in this  research project is  entirely 
voluntary and not compulsory.  Participation (or non-participation) will not affect your 
NHS treatment in any way.  If you decide you would like to take part you will be asked 
to read this information sheet and to sign a consent form. 
What will I have to do?  If you agree to take part, you will be asked by the researcher 
to complete three questionnaires on one occassion.  These questionnaires will look at 
your eating disorder symptoms, your schema modes which are moment to moment 
emotional states we all have to some degree and a measure of psychological flexibility.  
This research is interested in the relationship between these factors. 
What will be done with the information I give?  Any information that you provide will 
be treated with the strictest confidence.  All information will be anonymised and will be 
held in a secure office in a locked filing cabinet in NHS Grampians outpatient eating 
disorder service.  Your name will not be used on any of the information you provide and 
instead you will have a research code number to ensure confidentiality.  Your personal 
details and research code will be kept secure so that you can withdraw at any time but 
only the chief investigator will have access to this document and it will be destroyed 
after the researchers thesis has been examined.
What are the possible disadvantages and risks of taking part? The disadvantages 
or risks of taking part are minimal.  However, it is possible that some of the questions in 
the questionnaires may identify areas of difficulty or feelings  that you had not 
considered before.  If you require support and are attending the Eating Disorders 
Service you could speak to your clinician or ring the department on 01224 557392 and 
a therapist will be able to discuss any concerns that you have. If you are concerned 
about this or have any additional questions about participating in the study the 
researcher is more than happy to discuss this with you before deciding on your 
participation in the study.  Independent advice can be found by telephoning the Eating 
Disorders Service on 01224 557392 where you can request to speak to a member of 
the team that is  not directly involved in the research project.  If you are no longer 
attending an NHS service and you do not want to speak to anyone within the NHS, the 
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University of Edinburgh or the researcher (details below) then you could contact 
Beating Eating Disorder’s (BEAT’s) helpline on 0845 634 1414.
What are the possible benefits of taking part?  There is no individual benefit to 
taking part in this research. The information from this research project will aide our 
understanding of factors which may contribute to eating disorder symptoms.  It will also 
allow us to explore the theoretical basis of two new psychological models.  
What will happen to the results of the research study? The anonymised results of 
this research study will be written up and submitted as part fulfilment of the 
researcher’s Doctorate in Clinical Psychology at the University of Edinburgh. The 
results of the research will also be disseminated through presentations to the outpatient 
Eating Disorders Service and other interested parties. It is also hoped that the results 
will be written up for a scientific article. 
Will my taking part in the research be kept confidential?:All information which is 
collected during the course of the reasearch will be strictly confidential.  Your 
questionnaires will be completely anonymous.  Your consent form will be kept seperate 
from your questionnaires in a secure filing cabinet within NHS Grampian.
Who is organising and funding the research? This research is being funded my 
National Education Scotland.  
Who has reviewed the research project?  The project has been reviewed by the 
University of Edinburgh and the North of Scotland Research Ethics Service.
Complaints.  If you have any concerns  about any aspect of this study you should 
contact the researcher in the first instance who will do their best to answer any 
questions or queries that you may have.  If you remain unsatisfied and wish to 
complain formally this can be done through the NHS complaints procedure or the 
University of Edinburgh, the details of which can be seen below.  
Contact Details
NHS Grampian Complaints Team, Westholme, Woodend Hospital, Queens Road, 
Aberdeen, AB15 6LS, Telephone: 01224 556447
Matthias Schwannauer – Programme Director (D. Clin. Psychol.), School of Health 
in, Social Science, The University of Edinburgh, Medical School, Teviot Place, 
Edinburgh, EH8 9AG, Telephone:  0131 651 3972
Researcher: Samantha Masley, Trainee Clinical Psychologist, NHS Grampians 
Eating Disorder Service, Fulton Clinic, Royal Cornhill Hospital Aberdeen, AB252ZH, 
01224 557392, email: samantha.masley@nhs.net.
Academic Supervisor: Dr David Gillanders, Clinical Psychologist and Depute 
Programme Director; The University of Edinburgh, david.gillanders@ed.ac.uk; Tel:0131 
651 3946.
Beating Eating Disorders, (BEAT) Helpline; 0845 634 1414; help@b-eat.co.uk
Thank you for considering participation in this research
Appendix E
Dear  ,
I am writing to inform you of some research that is currently being undertaken in our 
department.  As you would be eligible to participate I have enclosed the information sheet 
for you to read.  It is entirely your decision to participate or not and your decision will not 
influence your treatment in anyway.  The research will have no direct benefit for you but it 
is hoped that it will enhance our understanding of eating disorders more generally.
If you would like to participate you will be given the opportunity to meet with Samantha 
Masley (the main researcher) who will answer any questions  you have about the study.  If 
you choose to take part you will be asked to complete a consent form and fill in three 
questionnaires on one occasion.  Your responses on these questionnaires would be 
completely anonymous.  In total, participation would take approximately 45 minutes of your 
time.
Next time we meet I will ask you about your thoughts on participating.  Alternatively, if you 
would like to be considered you could contact the main researcher directly.  You could 
email her at Samantha.masley@nhs.net or ring the department and leave her a message 
(01224 557392).
I look forward to seeing you soon
Yours sincerely
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Appendix F
Dear,
I am writing to inform you of some research that is currently being undertaken in our 
department.  As you would be eligible to participate I have enclosed the information sheet 
for you to read.  It is entirely your decision to participate or not and your decision will not 
influence your treatment in anyway.  The research will have no direct benefit for you but it 
is hoped that it will enhance our understanding of eating disorders more generally.
If you would like to participate you will be given the opportunity to meet with Samantha 
Masley (the main researcher) who will answer any questions  you have about the study.  If 
you choose to take part you will be asked to complete a consent form and fill in three 
questionnaires on one occasion.  Your responses on these questionnaires would be 
completely anonymous.  In total, participation would take approximately 45 minutes of your 
time.
If you would like to be considered you can contact the main researcher directly via 
email at Samantha.masley@nhs.net or ringing the department and leaving her a 
message (01224 557392).
Yours sincerely






Title of project: Exploring the Relationship Between Cognitive Fusion, Schema 




    
_________________________  ________________ ____________________________
Name of participant   Date   Signature:
_________________________  ________________ ____________________________
Name of person taking consent  Date   Signature:
(If different from the researcher)
_________________________  ________________ ____________________________
Researcher    Date   Signature:
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1. I confirm that I have read and understand the information sheet dated 
the 14/02/11 (version 3.2) for the above study.  I have had the 
opportunity to consider the information, ask questions and have had 
these answered satisfactorily.
2. I understand my participation is voluntary and that I am free to 
withdraw at any time without giving any reasons, without my medical 
care or legal rights being affected.
3. I understand that relevant sections of my medical notes and data 
collected during the study, may be looked at by individuals from 
regulatory authorities  or from the NHS Trust/Health Board, where it is 
relevant to my taking part in this research.  I give permission for these 
individuals to have access to my records.
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   Direct Line 01224 
551121
   
Dear Mrs Masley
Management Approval for Non-Commercial Research
REC Ref:  11/S0801/4
NRS Ref:  NRS10/MH38
Project title:  Exploring the Relationship Between Cognitive Fusion, Schema Modes
and Eating Disorders
Thank you very much for sending all relevant documentation.  I am pleased to confirm that the 
above project is now registered with the NHS Grampian Research & Development Office.  The 
project now has R & D Management Approval to proceed locally.  This is based on the documents 
received from yourself and the relevant Approvals being in place.
All research with an NHS element is subject to the Research Governance Framework for Health 
and Community Care (2006, 2nd edition), and as Chief or Principal Investigator you should be fully 
committed to your responsibilities associated with this.
It is particularly important that you inform us when the study terminates.
The R&D Office must be notified immediately and any relevant documents forwarded to us if any of 
the following occur:
! A change of Principal Investigator, Chief Investigator or any additional research personnel
! Premature project termination
! Any amendments (particularly a study extension)
! Any change to funding or any additional funding
We hope the project goes well, and if you need any help or advice relating to your R&D 




Cc: NHS Research Scotland Permissions Co-ordinating Centre (NRS Permissions CC)
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Submission
To submit your manuscript online, please:
Prepare your manuscript and illustrations in appropriate format, according to the instructions 
given here.
If you have not already done so, create an account for yourself in the system at the 
submission site, http://mc.manuscriptcentral.com/ijed/ by clicking on the "Create an Account" 
button. To monitor the progress of your manuscript throughout the review process, just log in 
periodically and check your Author Center.
Please be sure to study the Instructions and Forms given at the site carefully, and then let the 
system guide you through the submission process. Online help is available to you at all times 
during the process. You are also able to exit/re-enter at any stage before finally "submitting" 
your work. All submissions are kept strictly confidential. If you have any questions, do not 
hesitate to contact us at support@scholarone.com .
No article can be published unless accompanied by a signed publication agreement, which 
serves as a transfer of copyright from author to publisher. A copy of the agreement, executed 
and signed by the author, is required with each manuscript submission. (If the article is a 
"work made for hire," the agreement must be signed by the employer.) A publication 
agreement may be obtained from the editor or the publisher. A copy of the publication 
agreement appears in most issues of the journal. Only original papers will be accepted and 
copyright in published papers will be vested in the publisher. It is the author's responsibility to 
obtain written permission to reproduce material that has appeared in another publication.
Manuscripts are received by the editorial office with the understanding that they represent 
original works, have not published previously, and are not under simultaneous review by 
another publication. If parts of the manuscripts have been presented at a scientific meeting, 
this should be indicated on the title page.
Manuscripts are evaluated by one to three members of the Editorial Board, or outside 
reviewers selected by the Editor. Accepted manuscripts become the permanent property of The 
International Journal of Eating Disorders and cannot be printed elsewhere without prior 
permission of the publisher.
Preparation of Manuscript
Number all pages of the manuscript except the figures (including title page and abstract) 
consecutively. Parts of the manuscripts should be arranged in the following sequence:
(1) Title page. (numbered 1) should include the full names, titles, and affiliations of all 
authors, and an abbreviated title (Running Head) that should not exceed 50 characters, 
counting letters, spacing, and punctuation. This Running Head should be typed in upper case 
letters centered at the bottom of the title page. Each page of the manuscript (excluding 
figures) should be identified by typing the first two or three words of the full title in the upper 
right-hand corner above the page number.
(2) Abstract. (150-word maximum) should be started on a separate page, numbered 2. Type 
the word "Abstract" in upper and lower case letters, centered at the top of page 2. Authors of 
articles submitted to the Journal involving research data or reviews of the literature must now 
include the following information in the form of a structured abstract, under the headings 
indicated. The abstract should be typed as a single paragraph on one page: Objective: briefly 
indicate the primary purpose of the article, or major question addressed in the study. Method: 
indicate the sources of data, give brief overview of methodology, or, if review article, how the 
literature was searched and articles selected for discussion. For research based articles, this 
section should briefly note study design, how subjects were selected, and major outcome 
measures. Results: summarize the major or key findings. Discussion: indicate main clinical, 
theoretical, or research applications/implications. The Journal will continue to use unstructured 
abstracts for case reports.
(3) Text. Begin the text on page 3 and be sure to identify each page with the short title typed 
in the upper right-hand corner above the page number. Type the full title of the manuscript 
centered at the top, and then begin the text. The full title appears on page 3 only. Indent all 
paragraphs. While there is no maximum length for article submissions it is advisable that 
research be conveyed as concisely as possible.
(4) References. Begin on separate page, with the word "References" typed in upper and 
lower case letters, centered at the top of the page.
(5) Appendixes. Typed each appendix on a separate page labeled "Appendix A, B", etc., in 
the order in which they are mentioned in the text.
(6) Footnotes. Start on separate page.
(7) Tables. Tables should be double-spaced, including all headings, and should have a 
descriptive title. If a table extends to another page, so should all titles and headings. Each 
table should be numbered sequentially in Arabic numerals and begin on a new page. Be sure to 
explain abbreviations in tables even if they have already been explained in-text. Consider the 
tables and figures to be self-contained and independent of the text. They should be 
interpretable as stand-alone entities.
(8) Figure captions. Start on separate page. Each figure caption should have a brief title that 
describes the entire figure without citing specific panels, followed by a description of each 
panel. Figure captions should be included in the submitted manuscript as a separate section. 
Be sure to explain abbreviations in figures even if they have already been explained in-text. 
Consider the tables and figures to be self-contained and independent of the text. They should 
be interpretable as stand-alone entities. Axes for figures must be labeled with appropriate 
units of measurement and description.
Manuscript Form and Presentation
All manuscripts are subject to copyediting, although it is the primary responsibility of the 
authors to proofread thoroughly and insure correct spelling and punctuation, completeness and 
accuracy of references, clarity of expression, thoughtful construction of sentences, and legible 
appearance prior to the manuscript's submission. Preferred spelling follows Webster's New 
Collegiate Dictionary or Webster's Third New International Dictionary . The manuscript should 
conform to accepted English usage and syntax.
Microsoft Word is the preferred format for the creation of your text and tables (one file with 
tables on separate pages at the end of your text). Refrain from complex formatting; the 
Publisher will style your manuscript according to the Journal design specifications. Do not use 
desktop publishing software such as Aldus PageMaker or Quark XPress.
Use headings to indicate the manuscript's general organization. Do not use a heading for the 
introduction. In general, manuscripts will contain one of several levels of headings. Centered 
upper case headings are reserved for Methods, Results, and Discussion sections of the 
manuscript. Subordinate headings (e.g., the Subjects or Procedure subsection of Methods) are 
typed flush left, underlined, in upper case and lower case letters. The text begins a new 
paragraph.
Presenting statistical data in text: For additional detail regarding statistical requirements 
for the manuscript see IJED Statistical Formatting Requirements. For more detailed 
background information on statistical analyses and their rationale authors are referred to IJED 
Statistical Reporting Guidelines.
Referencing in the text. Wiley's Journal Styles Are Now in EndNote ( Wiley's Journal Styles 
and EndNote) . EndNote is a software product that we recommend to our journal authors to 
help simplify and streamline the research process. Using EndNote's bibliographic management 
tools, you can search bibliographic databases, build and organize your reference collection, and 
then instantly output your bibliography in any Wiley journal style. If you already use EndNote, 
you can download the reference style for this journal. To learn more about EndNote, or to 
purchase your own copy, click here . If you need assistance using EndNote, contact 
endnote@isiresearchsoft.com , or visit www.endnote.com/support
Referencing follows the Vancouver method of reference citation. In this system, references are 
numbered consequtively in the order in which they are first mentioned in the text. Indentify 
each reference in text, tables, and legends by Arabic numbers. All references cited should be 
listed numerically at the end of the paper. Prepare citations according to the style used in 
Index Medicus and the International list of periodical title word abbreviations (ISO 833).
All reference citations in the text should appear in the reference list. When there are less than 
seven authors, each must be listed in the citation. When seven or more authors, list the first 
six followed by et al. after the name of the sixth author. Representative examples are as 
follows:
Journal Article: 1. Endicott J, Spitzer RL. A diagnostic interview: The schedule for affective 
disorders and schizophrenia. Arch Gen Psychiatry 1978;35:837-844.
Book Chapter: 2. Fairburn CG, Cooper Z. The eating disorders examination (12th ed). In: 
Fairburn CG, Wilson GT, editors. Binge eating: nature, assessment, and treatment. New York: 
The Guilford Press, 1993, p. 317-331.
Book: 3. Tudor I. Learner-centeredness as language education. Cambridge: Cambridge 
University Press; 1996.
Preparation of figures. To ensure the highest quality print production, your figures must be 
submitted in TIFF format according to the following minimum resolutions:
• 1200 dpi (dots per inch) for black and white line art (simple bar graphs, charts, etc.)
• 300 dpi for halftones (black and white photographs)
• 600 dpi for combination halftones (photographs that also contain line art such as 
labeling or thin lines)
Vector-based figures (usually created in Adobe Illustrator) should be submitted as EPS. Do not 
submit figures in the following formats:JPEG,GIF,Word, Excel, Lotus1-2-3, PowerPoint, PDF.
Graphs must show an appropriate grid scale. Each axis must be labeled with both the quantity 
measured and the unit of measurement. Color figures must be submitted in a CMYK 
colorspace. Do not submit files as RGB. All color figures will be reproduced in full color in the 
online edition of the journal at no cost to authors. Authors are requested to pay the cost of 
reproducing color figures in print. Authors are encouraged to submit color illustrations that 
highlight the text and convey essential scientific information. For best reproduction, bright, 
clear colors should be used.
Supplementary materials. Supplementary materials will be made available to readers as a 
link to the corresponding articles on the journal's website.
PROPOSED ADDITIONAL GUIDELINES FOR COPYEDITING OF MANUSCRIPTS 
FOR INTERNATIONAL JOURNAL OF EATING DISORDERS
The Journal Editor and Associate Editors propose additional guidelines for manuscript 
copyediting in order to enhance consistency in the organization of printed material, and to 
bring IJED style in line with other major scientific publications. The key elements follow.
1. Each structured abstract should consistently use these subheadings (at present, the 
headings vary somewhat from article to article): Objective, Method, Results, Discussion.
2. Many of our Authors use terms such as "anorexics" or "bulimics" as personal pronouns, 
referring to groups of individuals by their common diagnosis. Henceforth, these terms should 
be replaced with more neutral language, as for example: "individuals with anorexia nervosa", 
"patients with bulimia nervosa", or "participants with eating disorders".
3. In the Methods section, the subheading "Subjects" should now be replaced with the 
subheading "Participants", and this term should be used in place of "subjects" throughout the 
text.
4. Standard rules will continue to govern the use of capitalization in Headings and 
Subheadings. However, when a minor word in a Heading or Subheading actually has special or 
unique meaning, the rule should be overridden.
5. When referring to gender, "males and "females" should be used in cases where the study 
samples include both children (below age 18) and adults; when the participants comprise 
adults only, the terms "men" and "women" should be used. In articles that refer to children 
(i.e., below the age of 13), "boys" and "girls" should be used.
6. In articles that refer to genetic material, the names of genes should be spelled out in full the 
first time they appear in the text, after which an italicized abbreviation can be substituted.
7. The word "data" is plural so text should follow accordingly; for example, "The data show…
the data are … the data were".
8. When an article references another article that appears in the very same issue of the 
Journal , (such occurrences are most likely in Special Issues), the citation will be updated by 
the copyeditor (i.e., volume number and pagination will be substituted for "in press").
9. For information on how to present p values and other standard measurements see IJED 
Statistical Formatting Requirements.
10. The Methods section should include a statement that the research was reviewed and 
approved by an institutional review board.
Proofs
Authors will be supplied with proofs to check the accuracy of typesetting. Authors may be 
charged for any alterations to the proofs beyond those needed to correct typesetting errors. 
Proofs must be checked and returned within 48 hours of receipt.
A reprint order form will be sent to the corresponding author along with the proofs. Those 
wishing to order reprints must return this form with payment when returning their corrected 
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should be made via the Author Centre.
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words.
3. Enter only one space after the full-stop at the end of a sentence.
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Please observe that the Editorial offices and Taylor & Francis can receive files from many word 
processing systems; however, styled Microsoft Word files are preferred.
Keep illustrations as separate files. Supply correctly sized composite PDFs supported by hard 
copy. For colour illustrations the colour must be CMYK, not RGB. All fonts must be embedded, 
and the resolution of images should be of a quality suitable for printing. Files downloaded from 
web pages are not suitable, they will look ok on screen but not when printed. Do not use 
colour files if black and white only output is required. 
Manuscript style 
The 6th edition of the APA manual should be consulted. Be sure that the reference list is 
complete and accurate. Also make sure that statistical material follows the guidelines of the 
manual www.apastyle.org
Double-space the entire manuscript -- even the reference list -- and leave an all around 
margin of 1 inch or 2,5 cm. The Title page should include: 1) A brief but informative title, 2) 
First name, middle initial and surname of each author, 3) institution(s) to which the author(s) 
are affiliated, 4) full name and address, including telephone, fax and e-mail address, of the 
corresponding author, 5) word count including number of tables and figures (see below for 
word equivalent approximations) but excluding title pages and abstract. 
Page 2 should carry the title only. Page 3 should include an abstract, not exceeding 250 
words, stating the purpose of the study, methods and main results. List up to five key words 
(avoid words already used in the title). 
Organise the Main text under the following headings if possible: Introduction, Methods, 
Results, Discussion, Acknowledgements and References . 
Figures, figure captions and tables should be printed on separate pages.
Figures and Illustrations.   
We welcome figures sent electronically, but care and attention to these guidelines are essential 
as importing graphics packages can often be problematic.
1 Figures must be saved individually and separate to text. Please do not embed figures in 
the paper file.
2 Avoid the use of colour and tints for purely aesthetic reasons.
3 Figures should be produced as near to the finished size as possible.
4 All figures must be numbered in the order in which they appear in the paper (e.g. figure 
1, figure 2). In multi-part figures, each part should be labelled (e.g. figure 1(a), figure 
1(b)).
5 Figure captions must be saved separately, as part of the file containing the complete 
text of the paper, and numbered correspondingly.
6 The filename for the graphic should be descriptive of the graphic, e.g. Figure1, 
Figure2a.
7 Files should be saved as one of the following formats: TIFF (tagged image file format), 
PostScript or EPS (encapsulated PostScript), and should contain all the necessary font 
information and the source file of the application (e.g. CorelDraw/Mac, CorelDraw/PC).
Please note that it is in the author’s interest to provide the highest quality figure format 
possible. Please do not hesitate to contact our Production Department if you have any queries.
Length of manuscript 
Manuscripts for case studies and brief reports should not exceed six double spaced manuscript 
pages, inclusive of text, references, tables, and figures (approximately 2000 words). Regular 
articles should not exceed 5500 words. Theoretical and review articles should not exceed 8000 
words. As a guideline, tables and figures approximate 150 words of text.
Copyright. As an author, you are required to secure permission if you want to reproduce any 
figure, table, or extract from the text of another source. This applies to direct reproduction as 
well as "derivative reproduction" (where you have created a new figure or table which derives 
substantially from a copyrighted source). For further information and FAQs, please see http://
journalauthors.tandf.co.uk/preparation/permission.asp . 
Free article access : Corresponding authors will receive free online access to their article 
through our website (www.informaworld.com) and a complimentary copy of the issue 
containing their article. Reprints of articles published in this journal can be purchased through 
Rightslink® when proofs are received. If you have any queries, please contact our reprints 
department at reprints@tandf.co.uk
 Appendix L

























































































































!"!#$%&#'(&))"* +$,$)-.$+* !#&#$%$/#!* #-*
('0(1%!#&/($! $<0*&$'2*$.*,1+-*.$/"$0*(9$92'4/1/1"-*2,$',,1=1('/*7$*8'(5'/*$'-.$1=9(*=*-/$/0*$































































































































































































































































































































































































!" #$%&'" #()*+$,-./" 0," 01&" )2%.%)(2" 0,3%)"41%)1"4%22" #&" (//$&55&/" #6" 01&" 3$,3,5&/"
































































































C71,%.*%' /$(/' /$%' 451,%61.%' 1&' 35669' *-0261%,'81/$' +9'@D>>*-/6(.,B' (.,' $(&' +%*-0%''
' (**%2/%,'2)(*/1*%
'






















































































































*!#>%"(.,%'$ 1'(2&*$ 9/..$ *%%$ !"%$ 12/,%./0%$ #*$ )'%,/3.%$ #0,$ 9/..$ )((&%'#!%$ /0$$
5(..(9/01$ !"%$ #))%&!#0)%$(+$ #$ 12/,%./0%$&'(&(*#.$ /0!($ !"%$ :?@A$,%-%.(&6%0!$ &'(1'#66%$
DE%%"4$F.0%1"GH
'%&'%*%0!%,$(0$!"%$12/,%./0%$,%-%.(&6%0!$1'(2&$9/!"$!"%$!(&/)$&'(&(*%'B*CD$9/!"$#,-/)%$+'(6$
&'(+%**/(0*$ /0$:)(!.#0,$)#0$ /0&2!$ /0!($#0,$ +%%.$(90%'*"/&$(-%'$ !"%$12/,%./0%$,%-%.(&6%0!$
:?@A$12/,%./0%$,%-%.(&6%0!$1'(2&*$-#'4$/0$*/E%$,%&%0,/01$(0$!"%$*)(&%$(+$!"%$!(&/)$20,%'$































































































































,--,./01,2,33'4-' 02/,51,2/0423' 627' /4' 68849' /:,';,2,568036<080/=' 627'.42303/,2.='4-' 5,3,65.:'
!#
>:,'()*+'6??546.:'8,673'/4';@07,802,3'/:6/'65,',33,2/0688='/:,'705,./'?547@./'4-'/:,'3=3/,A6/0.'







































































































































































































































































/.%-+&2) 1-6#&#+-+%) +,%)$%4%&0>3%'+)>.06%((<) %'-5&#'/)/"#$%&#'%)$%4%&0>3%'+) /.0">() +0)>&-')
B,%) /"#$%&#'%) (,0"&$) -&(0) #'6&"$%) D%2) >0#'+() 10.) -"$#+) =-6603>-'#%$) *,%.%) >0((#5&%)



























8+%&'5%3'(),+(/) #9$%#+(5-) 9'),*&') *():%&'5-) *$*%5*95') *() !#((%95') %3) #"&'") /#) .*2%5%/*/')




!"#$%&'(% )*)+)'+,-% '% .,/),0%12% )+(% 3456)7'+)1*% '*-%-)((,8)*'+)1*%3.17,((,(%0)+&% '% /),0% +1%
678%% -"$5!%9":3%)*+":
9,/,6138,*+:% -)((,8)*'+)1*% '*-% )836,8,*+'+)1*%12% '% ;4)-,6)*,% (&146-%5,%81*)+1.,-% '*-%
.,7188,*-'+)1*(%'*-%+&,%)83'7+%12%+&,(,%1*%+&,%3.17,((,(%'*-:%0&,.,%31(()56,:%+&,%14+718,(%
<6)*)7'6%'4-)+%12%;4)-,6)*,(%7'*%3.1/)-,%/'64'56,%)*21.8'+)1*%21.%(+'*-'.-%(,++)*;%'*-%(,./)7,%





















D$12%+*2' )1-' 4"0)1' )-' $)0)1"!' 1%' *+)!"$),"' !"#"$%&0",13' @>AB' -""?-' 1%' 5(6)$)1(1"' *+)!"$),"'
*+)!"$),"-' (1' ,%' 6%-1' 1%' 12"' &4(61)1)%,"43' (8(4","--' 4()-),*' ),)1)(1)#"-' (,!'+-),*' "$"614%,)6'
@>ABE-'*+)!"$),"'!)-14).+1)%,'&%$)6/'=>00#<?3.20@#I6JB'",6%+4(*"-'C%(4!-'1%'1(?"'4"-&%,-).)$)1/'






































































































































































































































































































































































































































































































































































































































340*+51+( 6%$7( $.8+%( ,$9%1+,( 0,( 9,+*( .$(




























































































































































































































































































































8+.+/+)6+' 0#3),3/,' /+0&*#0' !+/+'


































!"#$%&'() *+',+'() ,+') ,'-+#"."/0)




6'#$%,%1%,0) 7) 5("5"(,%"#) "8) ('$4.,$) %#)
52,%'#,$)*%,+),+')&%$'2$'),+2,)2(')-"(9
52,%'#,$)*%,+"4,) ,+')&%$'2$') ) ,+2,) 2(')
"(,+",!"+-,)./+,012#1",$&
:"$%,%1')5('&%-,%1')12.4')7)5("5"(,%"#)























































































































































































































































































































































































































































































6789 :;<;97%=8>;7 +?@AB;C<%D8A<B9 097@7C<%=8>;7










































































































































hich tooth cleaning m
ethods have been show
n to be m
ost effective in preventing dental caries and w





























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Only two studies have assessed cardiovascular risk reduction in patients with Type 2 diabetes and 
nephropathy.  Both studies were methodologically of good quality, but in only one (the HOPE study) 
was cardiovascular disease risk reduction the primary endpoint.  In the other study (the Steno Study), 
cardiovascular disease risk reduction was a tertiary endpoint and so the study was not adequately 
None of the major intervention studies of hypoglycaemic therapy, lipid-lowering therapy, anti-
cardiovascular disease risk reduction in patients with Type 2 diabetes and nephropathy.
In patients with chronic renal failure and coronary artery disease, no large-scale trials have compared 



















In patients with Type 2 diabetes and nephropathy:
Treatment with the Angiotensin Converting Enzyme (ACE) Inhibitor 
mortality, and cardiovascular events.  The effect of ramipril on 
cardiovascular outcomes appears to be out of proportion to its anti-
hypertensive effects.
Therapy with Vitamin E does not affect cardiovascular outcomes.
There is no direct trial evidence that aggressive management of 
other cardiovascular risk factors affects cardiovascular outcomes.  
Evidence from blood pressure and lipid intervention trials in 
diabetic patients (whose nephropathy status has generally not 
been documented) would indicate that cholesterol reduction with 
statin agents and blood pressure reduction are likely to be of 
Coronary angiography (with subsequent revascularisation if 
who are being considered for renal replacement therapy. There 
is no direct trial evidence to support this, nor have any trials 
compared coronary revascularisation with aggressive medical 









Patients with Type 2 diabetes and microalbuminuria should be 
commenced on therapy with Ramipril.  There is no trial evidence 
that supports the use of other ACE inhibitors, in terms of 
cardiovascular risk reduction, although a class effect could be 
anticipated.
In patients with Type 2 diabetes and nephropathy, targets for 
glycaemic control, blood pressure and cholesterol concentrations 
should be the same as for patients with established cardiovascular 
disease. Advice on smoking cessation should be given.
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